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Editorials 





INSTITUTION POPULATION 

We are indebted to the Welfare Bulletin pub- 
lished by the State Department of Public Welfare 
for the following information. 

Many citizens of Illinois no doubt know that 
the expense of caring for the wards of the state is 
one of the major expenses to the tax payers, 
but few of us actually realize the number of these 
wards who are in the many Illinois institutions. 

On May 31, 1941 there were 56,693 persons in 
state institutions in Illinois. In the hospital 
group there were 31,828; in the feeble minded 
and epileptic group, 8,747; in the prison group, 
12,102, and in other institutions, 4,016. 

Admissions to the hospitals for the mentally 
ill, the feeble minded and epileptics for the 
month of May were 1,092; direct discharges were 
365; paroles 654; deaths in the institutions, 290, 
and returned from parole, 176. The total num- 
ber under treatment during the month was 40,- 
755. Recipients of Old Age Assistance during 
May totalled 145,883. 

We are informed that one out of six patients 
admitted to mental institutions in the United 
States is admitted to a private institution. For 
the year 1938 there were 153,124 patients ad- 
mitted to mental hospitals, and of this number 


24,936 or 16.3% were admitted to private hos- 
pitals. 


The average general hospital is not equipped 
to give proper care to mental patients, so it is 
quite obvious that the private institutions are 
of great importance in the care program of the 
mentally ill. In the state of Illinois there are 


15 private sanitariums caring for mental patients 
with approximately 500 capacity. It is interest- 
ing to note the difference in types of patients ad- 
mitted to public and to private sanitariums. 
Ninety percent of those admitted to the public 
hospitals are psychotic, while only 71% of those 
in private hospitals have an actual psychosis. 
About 18% of the private hospital patients are 
alcoholics and 2% of them have general paresis 
contrasted with 9% in the public institutions. 

It is also interesting to note that among the 
psychotics in the public hospitals, the largest 
group is that of the dementia praecox cases, 
while in the private hospitals those suffering 
from manic-depressive psychosis constitute the 
greater number. Relatives of unfortunate pa- 
tients who have developed some mental illness, 
when able to do so, will naturally go to a con- 
siderable amount of expense to give their loved 
ones the best possible care. When able to afford 
the additional costs, they prefer to have them in 
a private sanitarium. 

It is true that in private hospitals for the 
mentally ill, the attendants have fewer patients 
to care for and most likely are able to give a 
better personal service than in the larger institu- 
tions with thousands of patients and fewer 
physicians in proportion to their own number. 
On the other hand, our state hospitals for mental 
cases are well equipped, have physicians who by 
virtue of training and experience, are thoroughly 
able of giving all necessary attention, and those 
who are unable to pay for private sanitarium 
care, do get adequate attention. 
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PAPERS FOR PUBLICATION IN THE 
ILLINOIS MEDICAL JOURNAL 

It is the desire of those responsible for the 
publication of The Illinois Medical Journal to 
secure many scientific papers for regular publi- 
cation — preferably papers which will be of gen- 
eral interest to the average practitioner who 
reads his Journal. Efforts will be made each 
month to publish papers on various subjects so 
that, regardless of special inclinations in practice, 
the material will be of interest to all. 

Much has been written in recent years rela- 
tive to the length of papers. It is obvious to all 
that most papers submitted for publication are 
too long. Perhaps from 25% to 50% of the 
subject matter could be condensed or deleted 
without loss in value of the paper itself. Exten- 
sive bibliographies should be curtailed. We recall 
a paper published recently in a medical journal 
with 269 references in the bibliography. These 
lists could be published in reprints, but it should 
not be necessary to publish such extensive lists 
in connection with the paper. 

The Committee on Publication of a large state 
medical society recently directed its Journal 


September, 194] 


personnel to discuss this subject editorially, giy- 
ing as an additional excuse, the fact that the 
cost of paper and printing is mounting, and a 
considerable saving can be made if authors will 
pay more attention to a few simple facts con- 
cerning the length of papers. 

The editorial staff of this Journal suggested 
“that in preparing a manuscript, each author 
set up in the left hand margin of the first page 
the five questions: who? what? when? where? 
why? If these questions are definitely answered 
in the first few paragraphs of the article in the 
order named, the entire subject matter will be 
presented to. the reader in complete outline. It 
may then be expanded in subsequent paragraphs 
to the extent that the subject necessitates.” 

It is quite obvious to all who have had some 
experience in writing papers that these sugges- 
tions cannot always be carried out literally. How- 
ever it is possible in many instances to follow 
these simple rules which will be appreciated 
greatly by the readers and those responsible 
for the publication of the paper. 

It is the desire of those responsible for the 
publication of the Illinois Medical Journal to 
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publish from twelve to fourteen scientific papers 
each month. This can be accomplished only with 
the cooperation of the authors, and their efforts 
to limit the length of papers, keeping in mind the 
essentials, and eliminating lengthy bibliographic 
references, and unnecessary repetition in subject 
matter. 





FINAL REPORT OF THE LEGISLATIVE 
COMMITTEE ON THE REGULAR SESSION 
OF THE 62ND GENERAL ASSEMBLY 


Crowded out of the headlines by war news, 
except briefly near the end of the session when 
members staged a filibuster in a last desperate 
effort to attract popular attention, the Sixty- 
Second General Assembly appeared throughout 
the session to have been doing very little of 
more than routine, ordinary importance. Public 
interest was so completely absorbed with inter- 
national affairs and the trend of the nation 
toward a major crisis that the legislative work in 
Illinois failed to seize upon the popular imagina- 
tion with the exception of the filibuster and a 
mild popular reaction to the bill for extending 
Aid to Dependent Children. 

These circumstances were almost perfect for 
the introduction and carrying through of bills in 
favor of minority special interests and for ul- 
terior purposes contrary to the public good. The 
opportunity was recognized and vigorous efforts 
were made to take advantage of it by the repre- 
sentatives of numerous organizations, including 
several of special interest to medicine and public 
health. Among these were agencies which caused 
to be introduced proposals for the independent 
registration and licensing of chiropractors, 
naprapaths, psychologists, physiotherapists and 
electrologists and for the crippling of medical 
research by animal experimentation. 

Any of these bills, all of which were highly 
objectionable in their original forms at least, 
might very well have passed except for the alert- 
ness and effective action of your Legislative 
Committee. SB103, proposing to license con- 
sulting psychologists, and SB5%0 proposing to 
cripple medical research by animal experimenta- 
tion caused the most difficulty, gaining wide- 
spread favor in the Legislature. 

A strong deputation of psychologists from 
various universities appeared in favor of SB103 
which would to all practical intents and purposes 
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establish consulting psychologists as practitioners 
in treating human ailments. The Bill was drawn 
up with great cleverness, introduced and handled 
by Majority Leader Benson in the Senate and put 
forward astutely by the psychologists. Through 
the efforts of your Legislative Committee, both 
in committee and by contact with the member- 
ship of the Senate, the bill was killed by vote on 
Third Reading in the Senate. 

The companion bill, SB102, somewhat less 
objectionable but undesirable in that it would 
have required a consulting psychologist instead 
of a psychiatrist as a member of a county com- 
mittee to consult with the county judge concern- 
ing the care of alleged feeble-minded, progressed 
to Third Reading in the House where it was 
killed on a vote. 

From a medical point of view such proposals 
are objectionable because (1) psychology is still 
very far from an exact science and a system of 
licensing would introduce as legally authorized 
to practice a heterogeneous group without train- 
ing or experience in the basic medical sciences ; 
(2) physicians are well aware of the services 
and availability of psychologists and can call 
upon them as occasion arises just as bacteriolo- 
gists or x-ray experts are now called on and 
because (3) a multiplicity of specialized profes- 
sions for the treatment of human ailments tends 
to confuse the public and frequently works to 
the disadvantage of patients. 

HB 570 was more astutely handled and was 
more cleverly drawn to hide its principal intent 
than any of the other bills of special medical 
interest. Expressed bluntly, it would have legal- 
ized the appointment by the Society for the 
Prevention of Cruelty to Animals special deputy 
sheriffs who would in fact have been authorized 
to harass research workers when using animals 
for experiments and would indeed have prohib- 
ited the use of animals for experimental purposes. 

The Bill was supported primarily by Mrs. 
Irene McLaughlin, who used her justifiable fame 
and popularity as a former expert dancer, to 
win the privilege of speaking to the Senate 
membership from the rostrum of the chamber. 
Through emotional appeal and other influences 
this Bill was carried along until it reached a 
House Committee where it was recommended for 
passage. Through the work of your Legislative 
Committee with the able assistance of a self ap- 
pointed delegation representing several medicai 
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colleges the Bill was first amended to permit 
medical research on animals and later killed by 
the well known method of tabling. 

Experience with these bills illustrates how 
easy it is for small groups representing special 
interests to obtain privileged legislation in the 
absence of alertness and effective work on the 
part of those with the public and general good 
at heart. 

The other bills relating to registration, re- 
ferred to above, made less headway, although 
all were recommended by committees for passage, 
required special attention and work on the part 
of your Legislative Committee. 

Various other bills such as HB 244 which 
would have set up a non-essential and unneces- 
sary system of inspection of tourist camps and 
numerous bills relating to narcotics, workmen’s 
compensation, medical aid to old age pensioners 
and a wide variety of other subjects required 
close study on the part of your Committee in 
order that it could give intelligent and sound 
advice to legislators and department heads who 
sought opinion and counsel. 

Perhaps the most important and significant 
piece of constructive legislation in the medical 
field enacted by the Sixty-Second General Assem- 
bly is the law creating a Medical Center in 
Chicago and granting authority to the Com- 
mission which will enable it to bring about im- 
provements and exercise such regulations as to 
make of the prescribed area one of the most 
extensive, efficient and beautiful medical centers 
in the world. 

The volume and character of legislation re- 
lated to medicine and public health offered and 
the fate of each proposal are indicated in the 
list of bills appended hereto. A glance at the list 
will suggest the magnitude of the task of your 
Legislative Committee in keeping informed on 
legislative activity and in accomplishing its 
work. 

The Committee is indebted to the officers of 
the Society and to many members for their un- 
failing assistance, advice and counsel in the 
legislative work. For this the Committee wishes 
to express its gratitude and appreciation. 


Robert H. Hayes, M. D., Chairman 

Mather Pfeiffenberger, M. D. 

Harry Otten, M. D., Committee on 
Medical Legislation 
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BILLS OF SPECIAL MEDICAL IMPORTANCE 
MEDICAL 
S.B. 103 Independent registration and licensing 
of Consulting Psychologists. DEFEATED 
H.B. 315 Independent registration and licensing 
of Chiropractors. DEFEATED 
H.B. 231 Independent registration and licensing 
of Naprapaths. DEFEATED 
H.B. 354 Independent registration and licensing 
of Physiotherapist. DEFEATED 
S.B. 570 Provides for appointment of special 
deputy sheriffs by Society for Cruelty to 
Animals. DEFEATED 
H.B. 165 Creates Medical Center in Chicago 
PASSED 
H.B. 11 Prohibits M. D. License to Aliens, 
VETOED 
S.B. 176 Independent registration and _licens- 
ing of Electrologists. FAILED 
H.B. 896 Required counties to lay special tax 
for funds to treat indigent cancer patients. 
VETOED 
H.B. 35 Appropriates $65,000 to the Department 
of Public Welfare for equipment for Cancer 
Control. For use by the State Research and 
Educational Hospital of Chicago to purchase 
radium and radium pack, X-ray and other 
equipment and instruments. FAILED 
H.B. 202 Revises state narcotic Act in conform- 
ity with recommendations of Federal Gov- 
ernment. FAILED 
S.B. 155 Permits sale by manufacturers of nar- 
cotics on order of licensed physicians to 
certain Army and Navy officials and certain 
Aircraft employees. FAILED 
H.B. 307 State to pay all necessary medical, 
surgical and hospitalization needs of old age 
assistance recipients without regard to the 
existing $40 limitation. FAILED 
S.B. 190 State shall pay all necessary medical, 
surgical and hospitalization needs of old age: 
assistance recipients in addition to regular 
allowance for pension. FAILED 
H.B. 342 Authorizes State to pay all emergency 
medical, surgical and hospitalization needs 
of old age recipients without regard to $40 
limitation. Increases funeral expenses maxi- 
mum from $100 to $150. FAILED 
H.B. 344 County Board may appoint a board of 
three physicians to determine whether old 
age assistance applicant is 65 years old. FAILED 
H.B. 363 Provides for sexual sterilization of 
patients of state institutions. FAILED 
S.B. 211. Amends optometry Act; requires ap- 
plicants for registration to be citizens and 
free from contagious diseases. FAILED 
H.B. 483 Would compel the attendance of a 
physician at each race track to examine jock- 
eys three hours before such jockey is to ride. 


Examination would be as to physical fitness. 
FAILED 
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S.B. 417 Amends section 1 of the Uniform Nar- 

cotic drug Act. FAILED 
S.B. 170 Amends section 1, of an Act to regulate 

the founding and operation of Research and 

Educational Hospitals. Permits such hospitals 

to establish and maintain infirmaries. PASSED 
H.B. 629 Amends Narcotic Act by including 

diethylbarbituric acid as a drug. FAILED 
H.B. 168 Impose tax for two 1000-bed hospitals 

for incurables. FAILED 
S.B. 257 Requires submission to voters of a pro- 

posal to issue bonds for support of a public 

hospital in cities of less than 100,000 popula- 

tion. FAILED 
S.B. 367 Changes of physically handicapped chil- 

dren to include those of 18 or under, instead 

of 16 or under for treatment of tuberculosis 

and other diseases. PASSED 
H.B. 26 Prohibits the State of Illinois or any of 

its departments, offices, divisions, commis- 

sions, boards or agencies from employing 

aliens, FAILED 
H.B. 57 Adds section 3 to the Optometry Act. 

No person shall conduct, maintain, own, op- 

erate or provide for more than one optometry 

office. FAILED 


H.B. 58 Same as applying to 
dentists. FAILED 


H.B. 231 Regulates and licenses practitioners of 
naprapathy. DEFEATED 


H,B., 57... but 


H.B. 809 Regulates the practice of chiropody. 
FAILED 


S.B. 176 Provides for regulation of practice of 
electrolysis. FAILED 
H.B. 354 Regulates the licensing and practice of 
Physio-therapy. DEFEATED 
S.B. 402 Amends State Nursing Act; provides 
that a supervisor of nurse education shall be 
appointed by the Director of Registr. & Edu- 
cation to annually inspect and supervise stand- 
ards of maintenance, instruction and training 
to be maintained by schools of nursing. FAILED 
H.B. 574 Makes minimum requirement of college 
of chiropody 4,160 hours. FAILED 
H.B. 909 Makes it unlawful for a person to 
practice chiropody without a license. FAILED 
H.B. 35 Appropriated $65,000 to purchase ra- 
dium for State Research and Educational 
Hospital. FAILED 
H.B. 910 Appropriates $200,000 to Health De- 
partment to treat indigent cancer patients. 
FAILED 
H.B. 911 Appropriates $1000 for the creation of 
a legislative committee of seven to investigate 
chronic diseases among indigents. PASSED 
PUBLIC HEALTH 
S.B. 433 Appropriation of $2,228,121 to the De- 
partment of Public Health. PASSED 
HB. 244 Placing licensing and regulation of 
tourist camps in the Department of Public 
Health through the Superintendent of Lodg- 
ing House Inspection. DEFEATED 
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S.B. 193 Gives board of directors of school dis- 
tricts right to require teachers to furnish 
evidence of physical fitness as well as evidence 
of professional growth. PASSED 

S.B. 202 Amends local improvement Act; gives 
municipalities right to extend water mains 
which are a part of any municipal water works 
system. APPROVED 

S.B. 356 Revises Act authorizing to build or 
purchase water works systems. PASSED 

H.B. 30 Authorizes cities of less than 500,000 
to build or purchase water works. FAILED 

H.B. 51 Restaurant employees submit to annual 
health examinations, made by Department of 
Public Health. FAILED 

H.B. 159 School boards to provide safe drinking 
water for schools. FAILED 

H.B. 179 Grants limited rights of eminent do- 
main to privately-financed neighborhood re- 
development corporations to stimulate slum 
clearance in Chicago. PASSED 

S.B. 250 Provides act to limit indebtedness of 
down-state counties shall not apply to debts 
incurred by sanitary districts. PASSED 

S.B. 514 Amends section 1.7 of the Indebtedness 
Limitation Act. Provides that the limitation 
prescribed in section 1, does not apply to any 
of any sanitary district incorporated under 
“An Act to create sanitary districts and pro- 
vide for sewage disposal.” PASSED 

H.B. 787. Amends sanitary district Act relative 
to sewage disposal and the debt limitation 
thereof. PASSED 


S.B. 582 Gives cities right to raise additional 
funds for improvement of waterworks sys- 
tems found inadequate to meet demands of 


War Department in connection defense pro- 

gram. PASSED 
H.B. 532 City waterworks systems may be ex- 

tended to serve any unincorporated area with- 


in ten miles of the location of the waterworks. 
PASSED 


S.B. 608 Gives Cook County authority to estab- 
lish and maintain a Department of Public 
Health. FAILED 


S.B. 616 Amends law in relation to water supply 
systems; provides that in downstate, cities, 
counties and villages are authorized to build 
or purchase water-works systems and to im- 
prove and extend such systems to serve any 
unincorporated area 10 miles of corporate lim- 
its of such city. FAILED 

H.B. 278 Amends sections 15 and 20 of an Act 
authorizing the organizing of public health 
districts and adds section 21 thereto provid- 
ing for a revote on proposition at ten year 
intervals, PASSED 

H.B. 920 Authorizing cities outside of Chicago 
to issue refunding bonds without referendum 


for combined water and sewer and sewer 
utility. PASSED 
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S.B. 689 Amends sanitary act for inclusion of 
additional contiguous territory to districts on 
petition of 10 percent of voters calling for a 
referendum on proposition. PASSED 

S.B. 715 Municipalities adjacent to Federal proj- 
ects may levy special tax to provide water 
supplies, sewage systems and highway systems 
to meet changing conditions. PASSED 

S.B. 396 Creates public water supply operators 
examining board. FAILED 

S.B. 397 Required Department of Public Health 
to approve plans for installing or changing 
public water supply systems and greater 
supervising power over public water supplies. 

FAILED 

S.B. 252 Provides standards under which Grade 

A milk products may be sold. PASSED 


OTHER RELATED BILLS 


H.B. 823 Appropriates $1000 to repair Ottawa 
Mineral Springs. FAILED 
H.B. 492-493 Establishes Milk Marketing Com- 
mission and makes appropriation. FAILED 
S.B. 164 Appropriates $25,000 for educable men- 
tally handicapped. FAILED 
S.B. 412 Appropriates $450,000 to pay hospital 
and medical bills for indigents injured by 
motor accidents. FAILED 
S.B. 31. Amends a law “In relation to marriages” 
to read “application required of the parties 


applying for license may be made not sooner 
than one day nor later than fifteen days sub- 
sequent to the date that the physician made 
the examination as certified by him.” Amends 


Marriage Law. FAILED 
S.B. 48 Deficiency appropriation of $50,000 for 

eradication of tuberculosis and other diseases 

in livestock. FAILED 
H.B. 140 Deficiency appropriation of $50,000 to 


eradicate disease in livestock. FAILED 


H.B. 149 Eliminates necessity for making appli- 
cation for marriage license three days before 


PASSED 


S.B. 161 Amends workmen’s compensation Act; 


such license is issued. 


provides that no employers shall be required 

to pay any bill for a physician or surgeon or 

hospital service selected by an employee, but 

not the employer, unless Industrial Commis- 
sion has approved the bill. FAILED 

H.B. 969-970 Amendments to Workman’s Com- 

pensation and Occupational Disease Acts. 
FAILED 

S.B. 682 Amends Workmen's Occupational Di- 
sease Act. PASSED 

H.B. 179 Grants limited rights of eminent do- 

main to privately-financed neighborhood re- 

development corporations to stimulate slum- 

clearance in Chicago and downstate cities. 
PASSED 

H.B. 443 Prohibits the cremation of deceased 

persons within 48 hours after death, unless 
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death was caused by a contagious disease (or 
infectious disease). FAILED 
H.B. 897 Schools to be recognized must comply 
with provisions for physical education, health 
education and safety education. FAILED 
H.B. 913. Provides for the setting up in the 
schools of the State instruction of physical 
education and safety education. FAILED 
H.B. 287 Appropriates $300,000 to the Milk 
Marketing Board to administer. FAILED 
H.B. 288 Regulates education, marketing, sale 
and Distribution of milk and creates a Milk 
Marketing Board. FAILED 
H.B. 492-493 Regulates the receipt, purchase and 
sale of and settlement for milk and milk prod- 
ucts. Regulation placed in the Department of 
Agr., sets up revolving fund of $50,000 for 
administration of Act. FAILED 
S.B. 286 Adds several sections to the Pure Food 
Regulations Act. PASSED 
S.B. 276 Amends Bovine Tuberculosis Act; re- 
duces minimum to be paid to owner for cattle 
destroyed under the Act to $25 and $50 maxi- 
mum. PASSED 
S.B. 415 Requires persons operating dairy plants 
or receiving stations handling 250 pounds or 
more fluid milk per day obtain a license from 
the Department of Agriculture. FAILED 
H.B. 866 Regulates sale or advertising of foods, 
drugs, devises and cosmetics. FAILED 
S.B. 641 Regulates sale of products containing 
barbital or barbital derivatives. FAILED 
H.B. 61 Prohibits use of fireworks unless per- 
mits has been issued by city council or trustees 
of township. FAILED 
H.B. 66 Creates state funds from which employ- 
ers may buy workmen’s compensation, and 
occupational disease insurance. FAILED 
H.B. 70 Operators of fireworks displays must be 
approved by chiefs of the police and fire de- 
partments of the municipality. State Fire 
Marshall to adopt rules and regulations. PASSED 
H.B. 80 Amends the Unemployment Compensa- 
tion Act. FAILED 
H.B. 86 Makes fifteen-hundredths of one per- 
cent, or more by weight of alcohol, evidence 
that defendant in auto accident case was under 
the influence of intoxicating liquor. FAILED 
S.B. 15 Makes fifteen-hundreths of one percent 
or more by weight of alcohol evidence that 
defendant in auto accident case was under the 
influence of intoxicating liquor. VETOED 
S.B. 18. No person shall have in his possession, 
or purchase any firearm unless he holds a fire- 
arm certificate granted by a sheriff, chief of 
police or Director of the Department of Con- 
servation. FAILED 
S.B. 20 Creates a commission for the education 
of mentally handicapped children. FAILED 
S.B, 21 Regulates manufacture and sale of fire- 
FAILED 
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S.B. 24 Labor’s amendment to the Unemploy- 
ment Compensation Act. FAILED 
H.B. 97 Applicant for drivers license to submit 
to an examination of his eyesight. FAILED 
H.B. 132 To compel owners of pleasure vehicles 
to obtain personal injury liability insurance. 
FAILED 
H.B. 160 Amends deadly weapon Act. FAILED 
H.B. 169 Prohibits sale at retail of many types 
of fireworks now permitted by law. FAILED 
H.B. 217 Revises law relative to care of mentally 
ill persons, and repeals existing Act. FAILED 
S.B. 102 Amends law to care for feeble minded 
persons. FAILED 
S.B. 111 Creates state funds for payments of 
benefits under workmen’s compensation Act 
and occupational disease Act. FAILED 
H.B. 255 Creates a Commission for educating 
mentally handicapped children. FAILED 
H.B. 259 Amends Beauty Culture Act. FAILED 
S.B. 139 Prohibits sale of liquor to persons un- 
der 21. FAILED 
§.B. 153 Creation of fire prevention districts by 
referendum in districts. PASSED 
S.B. 158 Provides for equipping tractors with 
safety devises. FAILED 
H.B. 306 Delinquent children under the age of 
16 designated as dependent children and not 
to be found guilty of any crime or misde- 
meanor in any court. VETOED 
S.B. 194 Amends workmen’s occupational Act. 
FAILED 
H.B. 358 Increases payments under workmen’s 
compensation Act. FAILED 
H.B. 340 Amends workmen’s occupational di- 
sease Act by providing that compensation in 
death shall be 4.4 times the annual average 
earnings, but not less than $2,750 not more 
than $4,000. FAILED 
H.B. 370 Requires certificate of title for any 
pistol, revolver, gun or any weapon. FAILED 
H.B. 399 Provides aid to dependent children and 
appropriates $16,000,000. PASSED 
H.B. 407 Prohibits inmates of institutions for 
criminally insane from doing any barbering. 
FAILED 
H.B. 412 Owners of motor vehicles made liable 
for injury, death or damage occasioned by 
neglect of their car by his or her father, 


mother, husband, wife, brother, sister, son or 
daughter. FAILED 


S.B. 363 Makes owner of dog liable for damages 
when the animal bites any person without 
provocation. FAILED 

S.B. 367. Changes age of physically handicapped 
children to include those of 18 or under, in- 
stead of 16. PASSED 

H.B. 534 Authorizes Boards of Education to set 
up a system for education of physically 
handicapped children. FAILED 
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H.B. 631 To rewrite the Act relative to the 
Commitment of lunatics. Designates such 
persons to be mentally ill. VETOED 

H.B. 675 Department of Agriculture authorized 
to regulate cattle vaccinated against Bang’s 
disease. PASSED 

H.B. 686 Amends sections 1 and 9 of an Act to 
Regulate Cold Storage of certain articles of 
food. PASSED 

H.B. 752 Authorizes establishment of speech 


correction Centers for children having defec- 
tive speech, FAILED 


H.B. 830 All motor vehicles must take safety 
tests and secure certificates of safety. FAILED 
H.B. 930 Amends the Pharmacy Act to provide 
that at least two of a corporation operating 
a drug store to be registered pharmacists in 
Illinois. PASSED 
S.B. 682 Amends Workmen’s Occupational Dis- 
ease Act, providing that where death occurs 
to an employee as the result of an occupa- 
tional disease sustained after July 1, 1941, the 
compensation provided by Section 7, subsec- 
tions (a), (b), (c) and (e) shall be in- 
creased 10%. PASSED 
H.B. 168 Imposes a tax of three-hundredths of 
a mill upon the equalized assessed valuation 
of the taxable property of the state for the 
construction of two One-thousand bed hos- 
pitals, one in Cook County and one in Mor- 
gan County. FAILED 
H.B. 199 Amends Vital Statistics Law. FAILED 
H.B. 200 Law relating to adoption of children, 


rewritten. FAILED 
S.B. 97 Regulates fees for certified birth cer- 
tificates. PASSED 


H.B. 960 Additional authority to Dept. of Pub- 
lic Health, in re Vital Statistics. FAILED 





Yellow Fever—For more than twenty years the 
Rockefeller Foundation has been an important factor 
in the control of yellow fever in a number of South 
American republics. During this time many contribu- 
tions relating to the yellow fever problem have heen 
made by medical men associated with this organiza- 
tion. Unfortunately there is no specific treatment for 
yellow fever. The strategy of the campaign against 
the disease has been complicated by the fact that yel- 
low fever, as has been known for a number of years, 
exists in tropical forests in the absence of Aedes 
aegypti mosquitoes. As pointed out by Bauer, this 
“jungle yellow fever” is ordinarily restricted to lower 
animals and is only accidentally transmitted to human 
beings. Nevertheless, persons who do become infected 
with the disease, which does not differ essentially 
from Aedes aegypti borne yellow fever, many serve as 
a source of infection for Aedes aegypti mosquitoes on 
entering a community where these insects occur. The 
disease may then be further spread by the mosquitoes. 
and an epidemic may be initiated.—Ed., J.A.M. 
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ACADEMY OF OPHTHALMOLOGY AND 
OTOLARYNGOLOGY MEETS IN CHICAGO 
OCTOBER 19-23, 1941 

The forty-sixth annual meeting of the Amer- 
ican Academy of Ophthalmology and Otolaryn- 
gology will be held at the Palmer House, Chi- 
cago, October 19-23, under the presidency of 
Dr. Frank R. Spencer, Boulder, Colo. 

The academy’s program consists of one gen- 
eral scientific meeting on the morning of the 
first day, separate programs for the two special- 
ties on alternate afternoons and instructional 
courses every morning beginning on Tuesday. 

The feature of this year’s general opening 
meeting will be a symposium on vertigo, with 
Dr. Francis H. Adler, Philadelphia, representing 
ophthalmology; Dr. William J. McNally, Mon- 
treal, otolaryngology, and Dr. Bernard Alpers, 
Philadelphia, neurology. Among papers to be 
presented during the remainder of the week will 
be the following : 

Dr. Alfred W. Adson, Rochester, Minn., Sur- 
gical Treatment of. Vascular Diseases of the 
Orbit. 

Dr. Albert N. LeMoine, Kansas City, Mo., 
Allergy and ophthalmology. 

Drs. John H. Dunnington and Maynard 
Wheeler, New York, Operative Results in 200 
Cases of Convergent Strabismus. 

Dr. W. F. Petersen, Chicago, Otolaryngologi- 
cal Problems and the Weather. 

Dr. Mark J. Schoenberg, New York, The 
Problem of Preventing Partial or Total Loss of 
Vision in Glaucoma Patients of Eye Clinics. 

Dr. Charles T. Porter, Boston, Practical Uses 
of Chemotherapy in Ear, Nose and Throat Work. 

Dr. Rea E. Ashley, San Francisco, The Use 
o* Urea in Certain Diseases of the Ears, Nose 
ard Throat. 
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Dr. Alfred J. Cone, St. Louis, Treatment of 
Sinus Diseases in Children. 

Dr. Frederick T. Hill, Waterville, Maine, 
What Otologists Can Do For Defective Hearing. 


During the convention there will be various 
meetings of small groups, including the “Teach- 
ers’ Section,” secretaries of local eye, ear, nose 
and throat societies and alumni organizations 
The meeting of the teachers’ section will be con- 
cerned especially with the role of the Academy 
in national defense during the present emer- 
gency. ‘There will also be a scientific exhibit 
that will include such subjects as “Ocular Con- 
ditions in Children Due to Systemic Disease,” 
“Conduction of Sound in the Ear,” “Hemophilia 
and Other Blood Dyscrasias as Manifest in the 
Eye, Ear, Nose and Throat,” “Cancer of the 
Larynx” and “Significance of the Eyegrounds 
in the Problem of Hypertension.” 

Alternating with the scientific programs of 
the specialties each afternoon will be an elabo- 
rate motion picture program. Thus when the 
section of ophthalmology is meeting for formal 
presentation of papers, motion pictures on oto- 
laryngology will be available for those interested 
in that field. 

Dr. Perry Goldsmith, professor of otolaryn- 
gology in the University of Toronto Faculty of 
Medicine, Toronto, Ont., will be the academy’s 
guest of honor this year. 


Officers of the academy in addition to Dr. 
Spencer are Drs. Ralph Irving Lloyd, Brooklyn, 
president-elect; Everett L. Goar, Houston, 
Texas, James M. Robb, Detroit, and Ralph 0. 
Rychener, Memphis, Tenn., vice presidents ; and 
Secord H. Large, Cleveland, comptroller. Dr. 
William P. Wherry, Omaha, Neb., is executive 
secretary-treasurer. 








nt of 


[aine, 
ring. 
Tious 
each- 
nose 
‘lons, 
con- 
lemy 
mer- 
hibit 
Con- 
ase,” 
hilia 

the 

the 
inds 


; of 
ibo- 
the 
mal 
»to- 
ted 








September, 1941 





EXAMINATIONS FOR MEDICAL POSI- 
TIONS ANNOUNCED BY CIVIL 
SERVICE COMMISSION 

Examinations for three types of medical posi- 
tions in the Government service have just been 
announced by the Civil Service Commission. 
This is another indication of the great demand 
for technically trained personnel of every kind 
in the defense program. Each of these positions 
has been open to competition within the past 
year, but the demand grows even faster than the 
supply. 

Junior medical officer positions at $2,000 a 
year will be filled at St. Elizabeths Hospital in 
Washington, D. C. There are two types of in- 
terneship: Rotating and Psychiatric Resident. 
The rotating interneship consists of 4 months 
of surgery, acute medical service, and of chronic 
medical service; 2 months of obstetrics and of 
pediatrics, on affiliation; 3 months of general 
laboratory work; and 6 months of psychiatry. 
To qualify, applicants must be fourth-year stu- 
dents in a Class A medical school. Applicants 
must show completion of the course prior to 
June 30, 1942 before they may enter on duty. 
Graduates in medicine who have already served 
an accredited rotating interneship are offered 
a postgraduate interneship of 1 year of psychi- 
atry (American Medical Association Classifica- 
tion 2, Type B.) To qualify for this type of 
appointment, applicants must have completed 
their fourth year of study in a Class A Medical 
school subsequent to December 1935 and must 
have either a B.M. or M.D. degree. Applica- 
tions will be accepted at the Commission’s Wash- 
ington office until November 15, 1941, and will 
be rated as soon as practicable after receipt. 

Medical technical assistant positions at $2,000 
a year and medical guard-attendant positions at 
$1,620 a year will be filled in the Mental Hy- 
giene Division of the U. S. Public Health Serv- 
ice. Applicants must be registered graduate 
nurses, or have been honorably discharged (with- 
in the 10 years immediately preceding date of 
receipt of application) from active service in the 
Medical Corps of the Army or Navy, or have had 
3 years’ service as guard-attendant in a Federal 
Penal or correctional institution. In addition, 
for the technical assistant, applicants must show 
that their experience has included one year of 
Tesponsible training or experience in Clinical 
Laboratory Technique, Pharmacy, or X-ray Lab- 
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oratory Technique. Applications will be ac- 
cepted until further notice. Persons who were 
rated eligible for these two positions in the ex- 
amination which closed in February of this year 
need not apply for this new examination as 
eligibles from both examinations will be com- 
bined on the new register. 

Further information and application forms 
may be obtained at any first- or second-class post 
office or from the Civil Service Commission in 
Washington. Qualified persons are urged to file 
their applications at once. 





RETURN YOUR INFORMATION CARD 
FOR THE DIRECTORY PROMPTLY 

About September 1, an information card will 
be sent from the headquarters office of the Amer- 
ican Medical Association to every physician in 
the United States and Canada. The information 
secured is to be used in compiling the Seven- 
teenth Edition of the AMERICAN MEDICAL 
DIRECTORY. 

The directory is prepared at regular intervals 
in the Biographical Department of the American 
Medical Association. The last previous edition 
appeared in 1940. This volume is one of the 
most important contributions of the American 
Medical Association to the work of the medical 
profession in the United States; it has been 
especially valuable in the medical preparedness 
program. In it, as in no other published direc- 
tory, are dependable data concerning physicians, 
hospitals, medical organizations and activities. 
The directory provides full information concern- 
ing medical colleges, specialization in the field 
of medical practice, memberships in special 
medical societies, tabulations of medical journals 
and medical libraries and, indeed, practically 
every important fact concerning the medical pro- 
fession in which any one might possibly be 
interested. 

Before filling out the information card, read 
the instructions carefully. Physicians are espec- 
ially urged to state whether or not they are on 
extended active duty for the medical reserve 
corps of the United States Army and Navy. 
Fill out the card and return it promptly whether 
or not a change has occurred in any points on 
which information is requested. If a change of 
address occurs before March 1, 1942, report it 
at once. Should you fail to receive a card before 
the first of October, write at once to the head- 
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quarters office stating that fact and a duplicate 
card will be mailed. 





IOWA AND ILLINOIS CENTRAL DIS- 
TRICT MEDICAL ASSOCIATION 

The fall meeting of the Iowa and Illinois 
Central District Medical Association will be held 
Thursday September 11 at the Ski Hi ballroom 
at the Le Claire Hotel in Moline, Illinois. 

At 7:45 Dr. D. B. Freeman of Moline will 
give a short paper, illustrated with motion pic- 
tures, “Epithelioma of the Lower Lip.” 

At 8 P. M. Dr. Ralph A. Kinsella, professor 
of internal medicine, St. Louis University 
School of Medicine, St. Louis, Mo. will deliver 
the principal address of the evening, “Endocar- 
ditis.” Dr. Kinsella will be introduced by Dr. 
R. P. Carney of Davenport. 

The discussion of Dr. Kinsella’s address will 
be opened by Drs’. George Braunlich of Daven- 
port and H. W. Shuman of Rock Island. 

A dinner at 6:30 P. M. sharp will precede the 
meeting. 





ANNUAL PRIZE TO BE GIVEN 

The American Neisserian Medical Society an- 
nounces an annual prize of one hundred dollars, 
to be known as the P.S. Pelouze Award, to be 
presented to the person under thirty-five years of 
age who, in the opinion of the Committee of 
Awards, has made the outstanding contribution 
to the control of the gonococcal infections dur- 
ing the preceding year. 

Nominations for the award should be sent. to 
the Secretary not later than March 31 of each 
year. The winner will be announced at the sub- 
sequent annual meeting of the Society. 

Oscar F. Cox, M.D., Secretary 
475 Commonwealth Ave., 
Boston, Mass. 





RESEARCH GRANT 

The University of Illinois has accepted a grant 
of $2,000.00 from Parke, Davis & Company, De- 
troit, Michigan. The grant was made toward 
the support, for the next six months, of research 
on the pathogenesis and therapy of experimental 
renal hypertension being conducted in the De- 
partments of Physiology and Physiological 
Chemistry of the College of Medicine by Dr. 
George E. Wakerlin and Dr. C. A. Johnson. 
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ELECTION OF AMERICAN COLLEGE OF 
CHEST PHYSICIANS 

The American College of Chest Physicians 
held its annual meeting at the Statler Hote] 
from May 31 to June 2, and the following of- 
ficers were elected for 1941-1942: 

Dr. J. Winthrop Peabody, Washington, D. C., 
president-elect; Dr. J. Arthur Myers, Minne- 
apolis, first vice president; Dr. Grover G. Bel- 
linger, Salem, Ore., second vice president; Dr, 
Paul H. Holinger, Chicago, secretary-treasurer. 

Dr. Benjamin Goldberg, Chicago, ts the in- 
coming president of the college. Dr. John H. 
Peck, Oakdale, Iowa, is the retiring president. 





PROGRAM 


International Medical Assembly 
Inter-State Postgraduate Medical 
Association of North America 


October 13-14-15-16-17, 1941 


Pre-assembly Clinics, Saturday, October 11 
Post-assembly Clinics, Saturday, October 18 
Minneapolis Hospitals 


MINNEAPOLIS, MINNESOTA 


MONDAY, OCTOBER 13 
8:00 A. M. 
Diagnostic Clinic: “Modern Treatment of Syphilis.” 

Dr. Paul A. O’Leary, Professor of Dermatology 
and Syphilology, University of Minnesota Grad- 
uate School of Medicine, Mayo Clinic, Rochester. 
Minnesota. 

Diagnostic Clinic: “The Management of Intra-thor- 
acic Tumors.” 

Dr. John Alexander, Professor of Surgery, Uni- 
versity of Michigan School of Medicine, Ann 
Arbor, Michigan. 

Diagnostic Clinic: “Pancreatic Hepatic Syndrome.” 

Dr. Warren H. Cole, Professor of Surgery, Uni- 
versity of Illinois School of Medicine, Chicago. 
Illinois. 

Intermission for Review of Exhibits 
Diagnostic Clinic: “Goitre.” 

Dr. Robert S. Dinsmore, Cleveland Clinic. Cleve- 
land, Ohio. 

Diagnostic Clinic: “Undulant Fever.” 

Dr. Chester S. Keefer, Wade Professor of Medi- 
cine, Boston University School of Medicine, 
Boston, Massachusetts. 

Noon Intermission 
1:00 P. M. 
Diagnostic Clinic: ‘Maintenance 
Surgical Patients.” 

Dr. Isidor S. Ravdin, George Leib Harrison Pro- 

fessor of Surgery, University of Pennsylvania 


of Nutrition in 
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School of Medicine, Philadelphia, Pennsylvania. 
Diagnostic Clinic: “Medical Treatment of Gallstones 
and Cholecystitis.” 

Dr. John H. Musser, Professor of Medicine, Tulane 
University School of Medicine, New Orleans, 
Louisiana. 

Address: “Coronary Artery Disease.” 

Dr. A. Carlton Ernstene, Head of the Cardio- 
respiratory Department, Cleveland Clinic, Cleve- 
land, Ohio. 

Address: “Cruciate Ligaments of the Knee Joint; 
Etiology, Pathology, Symptoms, Repair.” 

Dr. William R. Cubbins, Clinical Professor of Bone 
and Joint Surgery, Loyola University School of 
Medicine, Chicago, Illinois. 

Intermission for Review of Exhibits 
Address: “Migraine.” 

Dr. Carl D. Camp, Professor of Neurology and 
Chairman of the Department, University of Mich- 
igan School of Medicine, Ann Arbor, Michigan. 

Address: “Uterine Bleeding.” 

Dr. Emil Novak, Associate Professor of Obstetrics, 
University of Maryland School of Medicine, 
Baltimore, Maryland. 

Address: “Recent Advances in Our Knowledge of 
Tetanus.” 

Dr. Warfield M. Firor, Associate Professor of Sur- 
gery, Johns Hopkins University School of Medi- 
cine, Baltimore, Maryland. 

Address: “Pitfalls in X-ray Diagnosis.” 

Dr. Harold D. Kerr, Professor of Radiology, State 
University of Iowa School of Medicine, Iowa 
City, Iowa. 

Dinner Intermission 
7:00 P. M. 
Address: “High Concentrations of Oxygen in Sur- 
gery.” 

Dr. Charles W. Mayo, Assistant Professor of Sur- 
gery, University of Minnesota Graduate School 
of Medicine, Mayo Clinic, Rochester, Minnesota. 

Address: “Possibilities of Attainment in the Conser- 
vation of Hearing.” 

Dr. Horace Newhart, Professor of Otology, Rhi- 
nology and Laryngology, University of Minne- 
sota School of Medicine, Minneapolis, Minnesota. 

Address : “Anesthesia and Surgery.” 

Dr. Edwin R. Schmidt, Professor of Surgery, 
University of Wisconsin School of Medicine, 
Madison, Wisconsin. 

Address: “Psychoses of Different Age Levels.” 

Dr. Louis J. Karnosh, Associate Clinical Professor 
of Nervous Diseases, Western Reserve University 
School of Medicine, Cleveland, Ohio. 

Address: “Virus Diseases.” 

Dr. Robert G. Green, Professor of Bacteriology, 
University of Minnesota Medical School, Minne- 
apolis, Minnesota. 


Address: “Hypertension and the Surgical Kidney.” 
Dr. William F, Braasch, Professor of Urology, 
University of Minnesota Graduate School of 
Medicine, Mayo Clinic, Rochester, Minnesota. 
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Tuesday, October 14 
8:00 A. M. 

Diagnostic Clinic: “Stones in the Upper Urinary 
Tract.” 

Dr. C. Donald Creevy, Assistant Dean and Asso- 
ciate Professor of Surgery and Urology, Uni- 
versity of- Minnesota School of Medicine, Minne- 
apolis, Minnesota. 

Diagnostic Clinic: “Diseases of the Lungs in the 
Aged.” 

Dr. James G. Carr, Professor of Medicine, North- 
western University School of Medicine, Chicago, 
Illinois. 

Diagnostic Clinic: “Carcinoma of the Stomach.” 

Dr. George P. Muller, Professor of Surgery, Jef- 
ferson Medical College, Philadelphia, Pa. 

Intermission for Review of Exhibits 

Diagnostic Clinic: “Neuritides.” 

Dr. John C. McKinley, Professor of Medicine and 
Nervous and Mental Diseases, University of 
Minnesota Medical School, Minneapolis, Minn. 

Diagnostic Clinic: “Endocrine Problems in the Male.” 

Dr. Willard O. Thompson, Clinical Professor of 
Medicine, Rush Medical College of the Univer- 
sity of Chicago, Chicago, Illinois. 

Noon Intermission 
1:00 P. M. 

Diagnostic Clinic: “Management of Cardiac Patients 
Who Require Surgery.” 

Dr. Herrman L. Blumgart, Associate Professor 
of Medicine, Harvard Medical School, Boston, 
Massachusetts. 

Diagnostic Clinic: “Management of Complicated 
Fractures of the Extremities.” 

Dr. Clay Ray Murray, Associate Professor of Sur- 
gery, Columbia University College of Physicians 
and Surgeons, New York, New York. 

Address: “The Prevention and Medical Treatment of 
Preeclamptic and Eclamptic Toxemia of Preg- 
nancy.” 

Dr. Soma Weiss, Hersey Professor of the Theory 
and Practice of Physic, Harvard Medical School, 
Boston, Massachusetts. 

Address: “The Role of the General Practitioner in 
the Prevention of Blindness.” 

(The Schneider Foundation Eye Presentation) 

Dr. Harry S. Gradle, Professor of Ophthalmology 
(Extra Mural), Northwestern University School 
of Medicine, Chicago, Illinois. 

Intermission for Review of Exhibits 

Address: “Purpura.” 

Dr. Ernest H. Falconer, Clinical Professor of Med- 
icine, University of California School of Medi- 
cine, San Francisco, California. 

Address: “Cause and Treatment of Circulatory Fail- 
ure in Surgery.” 

Dr. Dallas B. Phemister, Professor of Surgery, 
University of Chicago,’The School of Medicine, 
Chicago, Illinois. 

Address: “The Treatment of Injuries to the Peri- 
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pheral Arteries with Particular Reference to 
Arteriovenous Fistula.” 

Dr. Emile F. Holman, Professor of Surgery, Stan- 
ford University School of Medicine, San Fran- 
cisco, California. 

Address: “The Diagnosis and Surgical Management 
of Brain Tumors.” 

Dr. Alfred W. Adson, Professor of Neurosurgery, 
University of Minnesota Graduate School of 
Medicine, Mayo Clinic, Rochester, Minnesota. 

Dinner Intermission 
7:00 P. M. 
Address: “Diagnosis and Treatment of Wounds of 
the Heart.” 

Dr. Daniel C. Elkin, Joseph B. Whitehead Profes- 
sor of Surgery, Emory University School of 
Medicine, Atlanta, Georgia. 

Address: “The Parathyroids and Diseases of the 
Bones.” 

Dr. Thomas P. Sprunt, Professor of Clinical Medi- 
cine, University of Maryland School of Medi- 
cine; Visiting Physician, Johns Hopkins Hos- 
pital, Baltimore, Maryland. 

Address: “Prostatic Obstruction.” 

Dr. William E. Lower, Cleveland Clinic, Cleveland, 
Ohio. 

Address: “Nonoperative Treatment of Acute and 
Chronic Sinus Disease.” 

Dr. George E. Shambaugh, Jr., Associate Clinical 
Professor of Laryngology and Otology, Rush 
Medical College, Chicago, Illinois. 

Address: “The Use of Pedicle Muscle Grafts in Ob- 
literating Non-tuberculous Empyema Cavities.” 
Dr. Howard K. Gray, Assistant Professor of Sur- 

gery, University of Minnesota Graduate School 
of Medicine, Mayo Clinic, Rochester, Minnesota. 

Address: “Disturbances of the Vascular System in 
Pregnancy.” 

Dr. John L. McKelvey, Professor of Obstetrics and 
Gynecology, University of Minnesota School of 
Medicine, Minneapolis, Minnesota. 


Wednesday, October 15 
8:00 A. M. 
Diagnostic Clinic: “Regional Ileitis.” 

Dr. Claude F. Dixon, Associate Professor of Sur- 
gery, University of Minnesota Graduate School of 
Medicine, Mayo Clinic, Rochester, Minnesota. 

Diagnostic Clinic: “Types of Clinical Nutritional 
Deficiency.” 

Dr. Virgil P. W. Sydenstricker, Professor of Medi- 
cine, University of Georgia School of Medicine, 
Augusta, Georgia. 

Diagnostic Clinic: “Bleeding Peptic Ulcers.” 

Dr. Roscoe R. Graham, Assistant Professor of 
Surgery, University of Toronto Faculty of Medi- 
cine, Toronto, Canada. 

Intermission for Review of Exhibits 
Diagnostic Clinic: “The Itching Skin.” 

Dr. Oliver S. Ormsby, Clinical Professor of Derma- 

tology, Rush Medical College, Chicago, Illinois. 
Diagnostic Clinic: “Surgery of the Biliary Tract.” 
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Dr. Frank H. Lahey, Lahey Clinic, Boston, Mass. 
Noon Intermission 
1:00 P. M. 
Diagnostic Clinic: “Differential Diagnosis and Treat- 
ment of Anemia.” 

Dr. Russell L. Haden, Cleveland Clinic, Cleveland, 
Ohio. 

Pathological Clinical Conference: 
Participants : 

Dr. Henry M. Winans, Professor of Medicine, Bay- 
lor University College of Medicine, Dallas, Texas. 

Dr. Virgil P. W. Sydenstricker, Professor of Medi- 
cine, University of Georgia School of Medicine, 
Augusta, Georgia. 

Dr. E. T. Bell, Professor of Pathology, University 
of Minnesota Medical School, Minneapolis, Minn, 

Dr. Owen Wangensteen, Professor of Surgery, 
University of Minnesota School of Medicine, 
Minneapolis, Minnesota. 

Dr. Leo G. Rigler, Professor of Radiology, Univer- 
sity of Minnesota School of Medicine, Minneap- 
olis, Minnesota. 

Address: “Postoperative Pulmonary Complications.” 

Dr. Elliott C. Cutler, Moseley Professor of Sur- 
gery, Harvard Medical School, Boston, Mass. 

Address: “Plastic Operations on the Lower Urinary 
Tract for Congenital Deformities.” 

Dr. Hugh H. Young, Professor of Urology, Johns 
Hopkins University: School of Medicine, Balti- 
more, Maryland. 

Intermission for Review of Exhibits 
Address: “Significance of Convulsions.” 

Dr. Walter E. Dandy, Adjunct Professor of Neuro- 
logical Surgery, Johns Hopkins University School 
of Medicine, Baltimore, Maryland. 

Address: “Treatment of Gonadal Hypofunction in 
the Female.” 

Dr. Elmer L. Sevringhaus, Professor of Medicine, 
University of Wisconsin School of Medicine, 
Madison, Wisconsin. 

Address: “Some of the Advantages of Closed Anas- 
tomosis in Gastrointestinal Resections.” 

Dr. Owen H. Wangensteen, Professor of Surgery, 
University of Minnesota School of Medicine, 
Minneapolis, Minnesota. 

ASSEMBLY DINNER 
7:00 P. M. 
For members of the profession, their 
ladies and friends. 
Informal 
Dr. Roscoe R. Graham, President of the Inter-Stote 
Postgraduate Medical Association of North 
America — Master of Ceremonies. 


Thursday, October 16 
8:00 A. M. 
Diagnostic Clinic: “Burns and Reconstructive Sur- 
gery.” 
Dr. N. Logan Leven, Assistant Professor of Clin- 
ical Surgery, University of Minnesota School of 
Medicine, St. Paul, Minnesota. 
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Diagnostic Clinic: “Unexplained Fever.” 

Dr. J. Murray Kinsman, Associate Professor of 
Medicine, University of Louisville School of 
Medicine, Louisville, Kentucky. 

Diagnostic Clinic: “Diverticulitis.” 

Dr. John F. Erdmann, Attending Surgeon, New 
York Postgraduate Medical School, New York, 
New York. 

Intermission for Review of Exhibits 

Diagnostic Clinic: “The Etiology and Treatment of 
Nephrosis in Children.” 

Dr. Irvine McQuarrie, Professor of Pediatrics, 
University of Minnesota School of Medicine, 
Minneapolis, Minnesota. 

Diagnostic Clinic: “Cancer of the Colon.” 

Dr. Thomas E. Jones, Cleveland Clinic, Cleveland, 
Ohio. 

Noon Intermission 
1:00 P. M. 

Diagnostic Clinic: “Clinical Demonstration of Cases 
Illustrating the Common Types of Arthritis and 
the Present Status of Therapy.” 

Dr. Ralph Pemberton, Professor of Medicine, Uni- 
versity of Pennsylvania Postgraduate School of 
Medicine, Philadelphia, Pennsylvania. 

Diagnostic Clinic: “Automobile Injuries.” 

Dr. John J. Moorhead, Professor of Clinical Sur- 
gery, New York Postgraduate Medical School, 
New York, New York. . 

Address: “The Rise and Fall of Focal Infection.” 

Dr. Russell L. Cecil, Professor of Clinical Medi- 
cine, Cornell University Medical College, New 
York, New York. 

Address: “Bronchiectasis.” 

Dr. Evarts A. Graham, Professor of Surgery, 
Washington University School of Medicine, St. 
Louis, Missouri. 

Intermission for Review of Exhibits 

Address: “Pneumonia.” 

Dr. Hobart A. Reimann, Magee Professor of Prac- 
tice of Medicine and Clinical Medicine, Jefferson 
Medical College, Philadelphia, Pennsylvania. 

Address: “Osteomyelitis.” 

Dr. Frank R. Ober, Assistant Dean and John B. 
and Buckminster Brown Clinical Professor of 
Orthopedic Surgery, Harvard Medical School, 
Boston, Massachusetts. 

Address: “Cesarean Section.” 

Dr. John R. Fraser, Professor of Obstetrics and 
Gynecology, McGill University Faculty of Medi- 
cine, Montreal, Canada. 

Address: “Physiological Studies on the Usefulness 
of Helium in Respiratory Mixtures.” 

Dr. Maurice B. Visscher, Professor of Physiology, 
University of Minnesota Medical School, Minne- 
apolis, Minnesota. 

Dinner Intermission 
7:00 P. M. 

Address: “Peritonitis,” 

Dr. Frederick A. Coller, Professor of Surgery, 
University of Michigan School of Medicine, 
Ann Arbor, Michigan. 
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Address: “Heredity in the Clinic.” 

Dr. Lewellys F. Barker, Professor Emeritus of 
Medicine, Johns Hopkins University School of 
Medicine, Baltimore, Maryland. 

Address: “Subcutaneous Injuries of the Abdomen.” 

Dr. Frederick Christopher, Associate Professor of 
Surgery, Northwestern University School of 
Medicine, Evanston, Illinois. 

Address: “Renal Tuberculosis.” 

Dr. Herman L. Kretschmer, Clinical Professor of 
Surgery (Genito-Urinary), Rush Medical Col- 
lege, Chicago, Illinois. 

Address: “Present Status of Surgery of the Heart.” 

Dr. Claude S. Beck, Associate Professor of Sur- 
gery, Western Reserve University School of 
Medicine, Cleveland, Ohio. 

Address: “Preoperative Preparation for Gastro-In- 
testinal Surgery.” 

Dr. Verne C. Hunt, Clinical Professor of Surgery, 
University of Southern California School of 
Medicine, Los Angeles, California. 

Address: “Clinical Use of Digitalis.” 

Dr. Peter T. Bohan, Professor of Medicine, Uni- 
versity of Kansas School of Medicine, Kansas 
City, Missouri. 


Friday, October 17 
8:00 A. M. 
Diagnostic Clinic: “Nervous Exhaustion as a Cause 
of Gastrointestinal Symptoms.” 

Dr. Walter C. Alvarez, Professor of Medicine, Uni- 
versity of Minnesota Graduate School of Medi- 
cine, Mayo Clinic, Rochester, Minnesota. 

Diagnostic Clinic: “The Problem of Difficult 
Hernias.” 

Dr. W. Wayne Babcock, Professor of Surgery and 
Clinical Surgery, Temple University School of 
Medicine, Philadelphia, Pennsylvania. 

Diagnostic Clinic: “Differential Diagnosis of Jaun- 
dice.” 

Dr. Wallace M. Yater, Professor of Medicine and 
Director of the Department, Georgetown Uni- 
versity School of Medicine, Washington, D. C. 

Intermission for Review of Exhibits 
Diagnostic Clinic: “Ulcerative Colitis.” 

Dr. Richard B. Cattell, Lahey Clinic, Boston, Mas- 
sachusetts. 

Diagnostic Clinic: “The Treatment of Diabetes of 
Long and Short Duration.” 

Dr. Elliott P. Joslin, Clinical Professor of Medi- 
cine, Harvard Medical School, Boston, Mass. 
Noon Intermission 
1:00 P. M. 

Diagnostic Clinic: “Cancer of the Breast.” 

Dr. Frank E. Adair, Assistant Professor of Clin- 
ical Surgery, Cornell University Medical Col- 
lege, New York, New York. 

Diagnostic Clinic: ‘“Ascites.” 

Dr. Leroy H. Sloan, Professor of Medicine, Uni- 
versity of Illinois College of Medicine, Chicago, 
Illinois. 
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Address: “Adrenal Tumors.” 

Dr. Waltman Walters, Professor of Surgery, Uni- 
versity of Minnesota Graduate School of Medi- 
cine, Mayo Clinic, Rochester, Minnesota. 

Intermission for Review of Exhibits 
Address: “Prevention of Rickets with a Small, Sin- 
gle, Parenteral Administration of Vitamin Ds.” 

Dr. Henry J. Gerstenberger, Professor of Pediat- 
rics, Western Reserve University School of Med- 
icine, Cleveland, Ohio. 

Address: “Head Injuries.” 

Dr. Eric Oldberg, Professor of Neurology and 
Neurological Surgery, University of Illinois 
School of Medicine, Chicago, Illinois. 

Address: “Acute and Chronic Glomerulonephritis.” 

Dr. E. T. Bell, Professor of Pathology, University 
of Minnesota Medical School, Minneapolis, Minn. 


REPORT OF THE NINETEENTH ANNUAL 
MEETING OF THE WOMAN’S AUXILIARY 
TO THE AMERICAN MEDICAL ASSO- 
CIATION, HELD IN CLEVELAND, 
OHIO, JUNE 2-6, 1941 


The Women’s Auxiliaries to the Cleveland Academy 
of Medicine and the Cuyahoga Medical Society and 
to the Ohio State Medical Association were hostesses 
to all the auxiliaries of the nation at the annual meet- 
ing of the Auxiliary to the American Medical Asso- 
ciation and provided an entire week of social events. 
These included a luncheon for every day of the con- 
vention, three dinners, one reception for the retiring 
and incoming presidents, an airplane trip to view 
Cleveland and its environs, a sight-seeing and shopping 
trip, a flower show and as a climax a visit to the 
Cleveland Health Museum to view the volunteer 
work, the pride and joy of the Cleveland Auxiliary. 

More than 1,000 delegates and visitors from 40 
states were in attendance on the program which 
opened Sunday afternoon, June 1, and closed Friday 
afternoon, June 6. The program included the reports 
of the national officers and standing committees, elec- 
tion of officers and discussion of ways and means for 
auxiliary growth. In addition some eminent guest 
speakers addressed the Woman’s Auxiliary. 

Discussion waxed warm over the motion to increase 
the national dues from 25c to a dollar per member. 
The motion was lost by a vote of 2 to 1 against it. 
The need of a permanent secretary was discussed 
and the decision was to employ one. The choice of 
person and getting the necessary office equipment 
was left to a committee. The new secretary will be 
located in Chicago. This will enable the national 
board and officers to keep in touch with all the aux- 
iliaries. 

Among the guest speakers was Dr. Norman C. 
Yarian, whose avocation is collecting and photograph- 
ing orchids of the United States. He showed pictures 
of many orchids and their habitat in his speech given 
at a dinner honoring the board of directors. 
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Miss Etta A. Creech, Family Health Association 
Director for Cleveland, gave a talk on the Tuesday 
morning program on “What Is Sound Health Educa- 
tion?” She stressed the need of extending the ex- 
cellent work done in health education of children to 
the adults of our people. 

On Tuesday afternoon Dr. Nathan B. Van Etten, 
retiring president of the A. M. A., talked on the prob- 
lem of local health. For the slums, the source of 
pestilence, he declared the so-called good citizens are 
responsible, for they shirk from the unpleasant job of 
upsetting corrupt politicians. Also, Dr. Van Etten 
warned against surrendering the practice of medicine 
to government control. At the same meeting Dr. 
Morris Fishbein urged the need of informing our 
people on nutrition and advised that the A. M. A. 
Auxiliary could do much to stimulate an interest in 
the subject. 

On Wednesday morning the guest speaker was Dr. 
Helen A. Hunscher, who also talked on “Nutrition- 
Food For Families.” Dr. Hunscher is director of 
Home Economics at Western Reserve University. 

On Wednesday morning at the installation of the 
new officers, the president, Mrs. R. E. Mosiman, 
stressed the need, in this time of National Defense, 
of holding to the aims of the Medical Auxiliary and 
proving a real aid in the work of the physicians. 

Following the usual custom there was an exhibit of 
the work being done by the County, State and Na- 
tional Auxiliaries. The display was in the Aviation 
Room of the Hotel Carter. New York again made 
the best showing in diorames, the main features of 
the work. Illinois made her exhibit in the form of a 
big notebook that contained the programs and news- 
paper accounts and pictures of the Auxiliary work. 

The high-lights of the convention were the ad- 
dresses of the President-elect of the A. M. A., Dr. 
Frank Lahey, and of the Congressman Hatton W. 
Sumners of Texas, chairman of the House Judiciary 
Committee of the U. S. House of Representatives, 
who talked on Wednesday afternoon. Dr. Lahey 
said in his address, “I prefer the uncertainties of the 
hazardous undertaking, frankly faced as hazardous 
and to accept them. It is my opinion that if disaster 
should overtake us . . . it would be no more terrible 
than what will happen to us if we try to isolate our- 
selves.” 

Mrs. Harry Otten, 
President, Woman’s Auxiliary to the 
Illinois State Medical Society. 


REFUSE TYPHOID INJECTION 

ENGLEWOOD, Col—When the Colorado Health 
Department ordered the 100 residents of Engleville to 
be inoculated for typhoid fever the citizens took the 
first injection and then refused the second. 

“We don’t need the serum,” they told Las Animas 
County nurses who were ordered to make the injec- 
tions following nine cases of typhoid fever. 

At a mass meeting the townfolk voted against the 
second treatment. 
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Medical Economics 


Edited by R. K. Packard, M.D., Chairman of the Committee on Medical Raancneion of the Illinois State 


Medical Society, 826 East 61st Street, Chicago, Illinois. 





I have just finished reading a book by Dr. 
Michael Davis entitled “America Organizes 
Medicine.” This book reviews much of the ma- 
terial published on the need for medical care; 
the supply and the quality of the supply and the 
variations of demands and supply in various 
sections of the country; the incomes of doctors 
and dentists; the income of specialists; the 
expenses of doctors and dentists ; the distribution 
of hospital accommodations ; the cost for hospital 
accommodations ; group hospitals and so forth. 

Like most writers, medical expense and medi- 
cal care is treated as though it were a separate 
and distinctive economic item away from, and 
apart from all other economic problems of the 
people. This has always seemed to me to be an 
erroneous method of approach because medical 
care is just one part of the actual necessities of 
life which all people must have. It cannot be 
cited as being particularly different from food, 
shelter, clothing and so forth. Dr. Davies assumes 
that it is a different type of necessity and sets 
forth that even though the earning capacity of 
a large number of the low income group was 
increased that this would not meet the problem. 
And it seems to be quite definite that he assumes 
the only solution of the problem is some form of 
Socialized Medicine under Federal and State 
Control. Many writers have set forth this same 
argument and have called attention to the dis- 
tinct advantages that Socialized Medicine has 
brought to the people in the old world. So- 
cialized Medicine was first inaugurated in 
Germany upon the theory that it would accom- 
plish what Dr. Davis assumes that it would 
accomplish here. Conflicting opinions on these 
accomplishments have appeared for a number of 
years. We now know the situation in Germany 
and the present standard of medical education 
and medical care. Similar statements could also 


be made regarding Russia and Italy. It brings 
back the fundamental question of whether a 
centralized form of government with constant 
increases in taxation, and the constant increase 
in government control of individuals, ever works 
out ultimately for the benefit of the people for 
which such legislation has been enacted. As a 
matter of fact, much of our legislation which is 
aimed at correcting evils brings about far greater 
evils than it hoped to cure; prohibition might be 
cited as one of these. When we consider that 
thousands of laws are being enacted by our var- 
ious Townships, Counties, Cities, States and 
Federal Government annually to bring about 
some type of social reform; and that the passage 
of such laws adds to the number of people on the 
public payroll; and that the taxes collected for 
these various forms of social reform and the 
carrying out of these laws is constantly increas- 
ing; it seems obvious that if we are to continue 
such a policy that in the end we must bankrupt 
ourselves in an effort to legislate for many things 
which in most instances we as citizens should de- 
termine for and provide for ourselves. This is 
not only true in the field of medical economics 
but in all of our economic structure. 

Medicine has made tremendous progress with- 
out being controlled by the Federal or State 
Government. The health of our people has been 
maintained even during the most trying times. 
It is not perfect, and it will not reach perfec- 
tion in any given period of time because advance- 
ment should be perpetual. The assertions made 
that the medical profession are unmindful of the 
problems that confront them cannot be substan- 
tiated. Various surveys have been made by var- 
ious medical organizations, including one recent- 
ly made by the American Medical Association. 
These surveys were made to determine as near 
as possible the problem of medical needs and the 
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available source of supply for such needs in the 
entire field of medicine. A report of these sur- 
veys is at variants with surveys that have been 
made by some foundations and some social and 
reform workers. Furthermore, various groups, 
county medical societies and state societies have 
heen carrying on various experiments in an effort 
to determine what is the most applicable way of 
meeting these problems. They have not jumped 
at the conclusion that they have the right solu- 
tion, but believing that all new programs must 
be proven by experiment before they are finally 
accepted ; they have approached the problem in a 
constructive way, we might say in a scientific 
way. We hope in the next few months to present 
in more detail in this column some of these 
various experiments which furnish actual data 
on the results obtained. This will give us a 
better idea of our approach to our own problems. 
Dr. R, K, Packard, Chairman 
Medical Economics Committee 
ILLINOIS STATE MATERNAL WELFARE 
PROGRAM 1941 
SUGGESTIONS FOR COUNTY MEDICAL 
SOCTETTES AND COUNTY CHAIRMEN 
The Committee on Maternal Welfare of the 
Illinois State Medical Society feels that the 
adoption of the following suggestions by the 
County Medical Societies will lower the maternal 
and infant death rate within our State. 
\. More emphasis should be placed on adequate 
prenatal care: 

a. Monthly visits np to the seventh month, 
then every two weeks-history-physical ex- 
amination, including pelvic measurements- 
weight and dietary imstructions. TLabora- 
tory work consisting of urinalysis, Kahn, 


blood count, including red, white and 


hemoglobin, should be done, preferably on 
the first visit. 


2. We recommend that each County Medical So- 
ciety appoint a Maternal and Child Welfare 
Committee whose duties should consist of: 
a. Investigate maternal, fetal and early infant 

deaths for constructive study in reducing 
mortality, Postmortems on neo-nata! 
deaths should be encouraged. This investi- 
gation to be carried out by the County 
Chairmen and other physicians appointed 


by local Medical Society; all information 
pertaining to this study to be kept in the 
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hands of the medical profession. 

. Have an adequate number of programs on 
maternal welfare and pediatric subjects 
before local society and hospital groups 
to meet the need of that community. 

. Encourage the educational programs 
among the nurses of that community by 
such means as moving pictures and special 
lectures and special invitations should he 
rendered to attend obstetrical and pediatric 
programs before medical groups. 


. Encourage any improvement of local hos- 


pital facilities for better maternal care. 
3. We suggest that the Chairman of the Mater- 


nal Welfare Committee be designated as the 

County Chairman and be responsible for the 

furthering of this program in his respective 

county with the cooperation of local Medical 

Society. 

We suggest that he appoint a permanent 
Maternal Welfare Committee composed of lay 
and professional groups to further the pro- 
gram of lay education. 

. Encourage post-graduate work and refresher 
courses among the physicians. 

5. We recommend consultation in all obstetrical 
complications, 

3. Encourage programs on maternal welfare be- 
fore the hospital staff. 

', We recommend that physicians stress the dan- 
ger of abortions. 

We are very anxious that every physician im 
the State, who is connected with the Maternal 
Welfare Committee in his county, attend the 
State Meeting to be held in Springfield, Sunday, 
September 21 at one o'clock P. M., to hear this 
program discussed in detail by the members of 
the State Committee. 

T. B. Williamson, M.D., Chm. 


J. F. Carey, M.D., See. 





MEDICAL ADVISORY BOARD 

The U. 8S. Director of Civilian Defense has 
appointed the following Medical Advisory Board 
to assist the Medica) Division of the Office of 
Civilian Defense: 

Dr. George Baehr, New York, Chairman 

Dr. Robin C. Buerki, Madison, Wisconsin 

Dr. Elliott Cutler, Boston, Massachusetts 

Dr. Oliver Kiel, Wichita Falls, Texas 


Dr. Albert McCown, Washington, D. C. 
Dr, Fred Rankin, Lexington, Kentucky 
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ANOREXIA NERVOSA 
R. F. FarQUHARSON, M.B., F.R.C.P. (C) * 
TORONTO 

It is common knowledge that there is often a 
sudden loss of appetite in response to acute emo- 
tional disturbance. This loss of appetite is but 
part of a general reaction which, varying greatly 
in different people, may also give rise to nausea 
and vomiting, diarrhoea, pallor, faintness, flush- 
ing, sweating, palpitation, smothering sensations 
and many other symptoms. 

ny . . 

The effect of long continued worry and strain 
also varies greatly in different people according 
(o their constitution. Not infrequently there is 
a physiological loss of appetite with resultant 
loss of weight which may progress to such a de- 
gree that the patient and the patient’s friends 
begin to fear the presence of tuberculosis, hyper- 
ihyroidism, cancer or other serious disease. In 
most cases there is rapid improvement on relief 
of the obvious worry and strain. Sometimes, 
when it is impossible to relieve the strain, the 
patient is helped by understanding it and facing 
it with the realization that there is no serious 
underlying disease. These common types of 
moderate anorexia with loss of weight do not 
come within the scope of the title “anorexia 
nervosa 

Under the appellation “anorexia nervosa” is 
described a very different group of cases, for- 
tunately less common, in which the loss of ap- 
letite is a morbid aversion to eating rather 
than a physiological loss of desire for food re- 


” 
' 


sulting from tension, worry or fatigue. The emo- 
honal reason for the aversion to eating, which 
Wisi: the Departments of Medicine and Therapeutics, 
University of Toronto, and the Medical Service, Toronto 
General Hospital. 

_ Read before the Joint Session of Sections on Medicine, 
Surgery, Public Health and Hygiene, Radiology, Pediatrics, 


Obstetrics and Gynecology of the Illinois State Medical 


Society, May 21, 1941, Chicago, 


may amount to an obsession, often is concealed 
by the patient and seldom is obvious to her 
associates. The syndrome occurs chiefly in girls 
of a psychoneurotic constitution in the unstable 
period of adolescence and early adult lifé and 
less commonly in adolescent boys. It is probable 
that by constitution their unstable endocrine- 
autonomic regulation is unduly sensitive to emo- 
tional disturbance and loss of weight. As a result 
they come to present a peculiar picture charac- 
terized by marked emaciation, amenorrhoea, low 
temperature, slow pulse, low basal metabolic rate 
and, frequently, by low blood sugar values. 
The syndrome, anorexia nervosa, was clearly 
described by Sir William Gull in 1873." A 
photograph of one of his patients, before and 
after treatment, is reproduced in Figure 1. He 
pointed out that, following some emotional dis- 
turbance either avowed or concealed, the appetite 


fails and the intake of food becomes grossly 


insufficient leading to loss of weight. Commonly 
there are mild symptoms, such as uneasiness 


after food, epigastric distress or constipation, 
which provide a further excuse for the anorexia, 


Emaciation increases, and the health of the 


patient becomes an object of great concern to 


her family. Yet she remains quick, alert, active 


and restless and denies ill health until emaciated 


to a degree not seen in patients with organic 


disease still able to get about. “These wilful 
patients are often allowed to drift their way 


into a state of extreme exhaustion, when it might 
have been prevented by placing them under dif- 
ferent moral conditions.” When emaciation is at 
its greatest, weakness increases and oedema of 


the lower extremities may supervene. Amenor- 


rhoea may appear early or only after considerable 
loss of weight has occurred. It constitutes a 


further source of concern to the patient and her 


mother. When the syndrome is well developed 
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the temperature is often subnormal, the pulse 
rate and blood pressure low. 


Figure 1 


Photographed Photographed 
April 21, 1887 June 14, 1888 
Anorexia Nervosa 
Case Miss K.R., Age 14 
Initial weight 63 Ib.; 
Height 64 inches. 
Sir William Gull, Lancet 1888 

In earlier days this picture was often mistaken 
for tuberculosis or other serious structural di- 
sease. In recent years it has been confused far 
more commonly with various endocrine dis- 
orders.”»* The ovaries, thyroid, adrenal and 
pituitary glands have all been blamed. In partic- 
ular, it has been considered a form of severe 
pituitary insufficiency.* Actually, however, there 
is no endocrine lesion’: the whole syndrome is a 
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constitutional reaction on the part of an unstable 
mechanism to a primary emotional disturbance, 
Reasons to support this belief will be presented 
in the discussion of some thirteen cases of 
anorexia nervosa that have come under my per- 
sonal observation. 

A brief outline of some of the striking findings 
in thirteen cases of anorexia nervosa at the time 
of greatest emaciation is given in Table I. Great- 
er details of some eight of these cases have al- 
ready been published.® It will be noted that of 
these thirteen cases ten are females and three 
males, ages varying from thirteen to twenty-six 
years and averaging eighteen years. The average 
height of the whole group was 5 feet 314 inches; 
average weight 81 pounds. Considering the girls 
only, the average height and weight, respectively, 
were 5 feet 2 inches and 76 pounds; age at onset 
of the disorder varied from twelve to twenty-four 
years. At the time of admission for treatment 
they were usually about one year older. 

Type of Person Affected. Perhaps the most 
striking characteristic of all these patients is 
that they have a common type: they are people 
of a psychoneurotic constitution. Most of them 
are intelligent; all are highly sensitive. They 
tend to be impulsive, wilful, introspective and 
emotionally unstable. Lacking a sympathetic 
understanding of other people’s problems, they 
tend to keep their own worries to themselves and 
to brood over them. Associated with a sense of 





TABLE I 
THIRTEEN CASES OF ANOREXIA NERVOSA (Toronto General Hospital) 


SUGAR TOLERANCE 


SEX* AGE HT. WT. 
¥r. Lb. 
15 4’6” 59 
18 5’4” 72 
21 ~ 101 
13 Sa” 75 
16 i a 91 


5/1” 


5°5” 
5/1” 


(L.S.) .. 8 5’6” 

(J.M.) A é 54” 
12. <BR.) , 7s” 
12. <HJ.) . 410” 
13. <243.) M. 6’0” 
“All female patients had amenorrhoea. 


tsugar tolerance tests two weeks apart. 
tSugar tolerance tests three weeks apart. 


%H. 1H. 2H. 


82 80 64 61 


3H. -M.R. BP. PULSE 
Mg. per 100 c.c. 

82/50 60-90 

98/70 60 

95/58 64-85 

108/70 60-70 

95/60 50-60 


104 67 64 
103 91 


74/56 70-90 


104/70 


80/50 60-80 


85/60 
85/50 
120/80 
80/40 
102/30 
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inferiority, they have a strong desire for promi- 
nence and dominance. Usually they are alert and 
optimistic but resentful of control on the part of 
their family. Prior to the onset of anorexia some 
of them were good mixers but later often they 
were seclusive. A number were aesthetic and 
artistic or imaginative in a mystical, unpractical 
way. Several had a pleasing personality. Most of 
them had a fixed, deep-seated stubborness. In 
only two of the thirteen cases did we obtain a 
history of a psychotic trend dating from child- 
hood. 

Nature of Emotional Disturbance. In virtual- 
ly all cases there was an underlying discontent 
as a result of failure of adaptation to their en- 
vironment. In at least six cases unhappiness was 
increased by taunts of companions about a con- 
spicuous obesity. In three cases a morbid con- 
cern about minor symptoms referable to the 
gastrointestinal tract seemed to give rise to a 
fixed fear of eating. One girl was homesick to 
an abnormal degree. A tall, sensitive boy, who 
stuttered, after the death of his mother was 
no longer able to put up with his father’s con- 
stant chiding. Another youth could not adapt 
himself to city life and longed to return to the 
small farm where there was no room for him. In 
only one case did a therapeutic dietary restric- 
tion seem to be a factor in leading to the anor- 
exia. In none was there evidence of organic dis- 
ease which might have been responsible for the 
symptoms. 

The Anorexia. As already stated, the anorexia 
was not a simple physiological lack of desire for 
food such as is characteristic of people working 
under too great strain or suffering from wasting 
diseases, but rather an actual morbid aversion to 
eating, a fanatical revulsion to the idea of con- 
suming calories or taking much food into the 
stomach. It might be based on an abnormal 
desire to become thin, a desire to attract atten- 
tion or gain sympathy, a fixed belief in the 
inability of the stomach to hold food or a fear of 
gastrointestinal symptoms. Whatever the emo- 
tional factor in the background, there resulted in 
all cases a peculiar, stubborn, fixed aversion to 
eating, an idea that dominated the patient’s 
existence for the time. Some of these patients 
just refused to ingest any quantity of food but a 
good many studied food tables and avoided high 
caloric foods. One girl (Case 9) could not bear 
to see other people eating starches, cream, butter 
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or rich foods, for it appeared to her to be an 
indulgence of the flesh that was revolting, if not 
sinful. A thirteen year old boy (Case 4), who 
prayed that God would make him thin, helped 
on the process by depositing the food which his 
parents tried to make him take in a paper bag 
held between his knees. He would conceal the 
bag and throw it in the furnace. Later they 
found that he had smeared butter on the bottom 
of the dining room chairs. One patient (Case 8) 
(See Figure 2) would eat a meal and then go to 
the bathroom and induce vomiting to empty the 
stomach. Many of these patients stated later that 
the actual desire to eat had never been lost, but 


Figure 2 





Case 8 (S.A.), T.G.H.: Age 26; Weight 56 Ib. 


that the idea to avoid food had been stronger 
than the physiological hunger. It is evident that 
such morbid anorexia is a manifestation of a 
psychological disorder and not a physiological 
effect of a lesion in any endocrine gland or else- 
where in the body. 

THE RESULTING SYNDROME 


Emaciation. There is probably no other dis- 
ease that gives rise to such a degree of emacia- 
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tion in people still able to get about. Even in 
patients suffering from fatal wasting disease, 
death often comes before emaciation is so severe. 
These young people, on the other hand, suffer 
from a slowly progressive self-induced starva- 
tion. Having no symptoms from structural dis- 
ease, they remain quick, alert, active and restless 
till wasted to a shadow. Once the mental at- 
titude has been corrected they quickly gain to a 
normal weight. 


Because of the emaciation, in addition to 
amenorrhoea, low basal metabolic rate and low 
blood sugar, these active young people are often 
wrongly considered to suffer from Simmonds’ 
In some cases of 
Simmonds’ disease, wasting is very great but 


disease, pituitary cachexia. 


more commonly the patient is best described as 
thin, and sometimes is fairly well nourished. 
A comparison of the average age, height and 
weight of the thirteen cases listed in Table I, 
with fourteen cases of typical Simmonds’ dis- 
ease described in the literature and proven by 
autopsy is shown in Table IT. 


Amenorrhoea. All the female cases suffered 
from amenorrhoea. It was present usually be- 
fore the anorexia became marked, and always 
before emaciation was extreme. In most cases 
the menstruation returned when improvement in 
nutrition and sense of well being became estab- 
lished. In some it recurred early; in others not 
for many months. One patient (Case 7) has 
been apparently well for three years, yet her 
menses have not returned. She is a little thin 
but looks and feels well and is active. In no case 
was amenorrhoea associated with loss of second- 
ary sexual characteristics: the breasts remained 
fairly well developed in spite of emaciation and 
axillary and pubic hair persisted in all. There 
was no striking atrophy of external genitalia nor, 
as far as could be determined, was there atrophy 
In reporting his fatal 
case, Lockhart? emphasized the fact that the 


of other sexual organs. 


breasts alone were not involved in the general 
wasting. 


It is generally recognized that change of en- 
vironment and emotional disturbance may give 
rise to amenorrhoea in apparently healthy young 
girls. Similarly amenorrhoea may be associated 
with many illnesses and with under-nutrition‘ 
in the absence of any demonstrable endocrine le- 
sion. In some girls the cycle appears to be 
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easily interrupted, but little is known of the 
mechanism by which this disturbance is brought 
about. The regulation of menses and other func- 
tions seems to be particularly imperfect in 
adolescence in the type of girl that suffers from 
anorexia nervosa. 


Basal Metabolic Rate. The basal metabolic 
rate was reduced in all cases, the range being 
from —20 to —45 per cent. This reduction, 
however, may appear to be greater than it ac- 
tually is because of the inadequacy of normal 
standards for emaciated adolescents. The lower- 
ing of the basal metabolic rate is comparable to 
that observed in undernutrition from other 





TABLE II 
COMPARISON OF AGE, HEIGHT AND WEIGHT IN 
CASES OF ANOREXIA NERVOSA AND 
SIMMONDS’ DISEASE 
Anorexia Nervosa, Simmonds’ Disease 
T.G.H. (proven) 
13 Cases 10 Cases (Literature and 
Tai. 
(10F. ; 3M.) (Female) 14 Female Cases 
Age at onset 
(average) 17 
Range of age 12-24 
Height (average) 5314” 
Weight (average) 81 lb. 





causes and would appear to be largely secondary 
to the emaciation. Unlike the lowered metabolic 
rate of myxoedema or other conditions such as 
Simmonds’ disease, in which the rate is low be- 
cause of underfunction of the thyroid gland, it 
is not influenced materially by administration of 
desiccated thyroid in moderate dosage. ‘This is 
illustrated in Table III. With improvement in 
nutrition, however, the basal metabolic rate rises 
toward normal, but its rise does not necessarily 
run parallel to the gain in weight. (See Table 
IV). 

Blood Sugar Level. The fasting blood sugar 
tended to be low. In four cases it was found to 
lie between 60 and 70 milligrams per 100 cubic 
centimetres, and in one case there was a single 
reading of 54 milligrams. In general, the de- 
pression in blood sugar level is not nearly 80 
great as that frequently found in Simmonds’ 
disease, Addison’s disease, or hyperinsulinism, 
nor do the patients suffer symptoms of hypo 
glycaemia. 

Blood sugar tolerance curves of two types were 


commonly found, both beginning with a low 
fasting blood sugar level. In one the curve 
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might gradually rise to a peak of between 170 
and 220 milligrams per 100 cubic centimetres in 
two or three hours, a type seen in healthy people 
who have been starved or given a high fat diet 
for a few days’. The other remained low and 
flat, as seen in healthy people who have had a 
high carbohydrate diet, or in some patients with 
chronic undernutrition*. The two types might 
be found in the same patient within a short time. 
Since it was not possible to control the many 
factors that may alter the dextrose tolerance test, 
it seems wiser not to attach too much significance 
to variation in the curve. It would seem prob- 
able that variations in carbohydrate metabolism 
are secondary to chronic undernutrition’. 
Temperature, Pulse and Blood Pressure. 
Temperature, pulse and blood pressure all tended 
to be low, although there was a good deal of 
variation from patient to patient. Sometimes 





TABLE III 
EFFECT OF ADMINISTRATION OF DESSICCATED 
THYROID IN CASE 5 
Basal Metabolic 
Date Rate, % 
Sept. 6, 1934 .... —37 Desiccated thyroid, 1 gr. daily, 
Sept. 1933 to Sept. 24, 1934 
Sept. 28, 1934 ... Receiving no thyroid 
Nov. earate Receiving no thyroid 
Jan. 5 Desiccated thyroid, 1 gr. daily, 
Nov. 11, 1934 to March 1936 
Jan. ay 
May 6, eke —17 
Mar. 17, 1938 .... —17 


Receiving no thyroid 
Receiving no thyroid 





on excitement or exertion the pulse rate would 
rise from its usual level of 50 to 60 per minute 
to 90 or 100, or higher. With the general im- 
provement that followed upon changed meatal 
attitude and gain in weight, the temperaure, 
pulse and blood pressure all tended to rise to 


ordinary levels. 


(See Table IV). 
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Diet. The diet of these patients was always 


. limited in total calories, but usually not grossly 


deficient in vitamins. When in hospital, the pa- 
tients were given a good diet, in most cases with- 
out added vitamin concentrates. Those given 
added vitamins did not seem to improve any 
more rapidly than those given a good ordinary 
diet. 

DIFFERENTIAL DIAGNOSIS 

It has already been pointed out that the phy- 
siological loss of appetite and resultant loss of 
weight experienced by people undergoing periods 
of nervous strain and fatigue should not be con- 
sidered as anorexia nervosa. Similarly, the 
lack of interest in food characteristic of states of 
mental depression or other psychotic disorders 
belongs to a different category. 

Patients suffering from wasting diseases such 
as tuberculosis or tumours of various kinds, are 
usually quite ill, complain of weakness and fa- 
tigue and usually have obvious physical signs 
long before they reach the degree of emaciation 
seen in patients with anorexia nervosa. The latter 
patients are characteristically restless, alert and 
active, even when emaciation is extreme, and 
commonly they will not admit being ill although 
their relatives are alarmed. Moreover, they have 
a peculiar attitude toward food not seen in pa- 
tients whose anorexia is due to structural disease. 

Addison’s disease is usually differentiated with 
ease by the characteristic weakness, pigmentation 
and crises of nausea and vomiting. In both con- 
ditions the blood pressure may be low. In Addi- 
son’s disease there is no related fundamental 
psychological disturbance, anorexia is not a con- 
stant feature, and emaciation when present is 
usually a late symptom. 

Because of the modern interest in endocrin- 





TABLE IV 
VARIATIONS IN B.M.R., BLOOD SUGAR AND PULSE RATE DURING RAPID GAIN 
IN WEIGHT IN FOUR CASES OF ANOREXIA NERVOSA 


CASE DATE AGE HT. WT. 


4 (D.G.) 31/1/34 13 5°4” 
8/2/34 
17/2/34 
31/3/34 
4/38 S14 


20/7/39 d 5/10” 
18/8/39 
12/9/39 
21/1/40 
15/3/40 
12/33 
3/34 


B.M.R. FASTING B.S. 
mg. per cent 

76 60-70 

76-80 

80-90 

75 70-80 


PULSE RATE 


61 60-80 
96 76-80 
76-86 


64 50-70 
81 70-90 


80 80-90 
80-90 
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ology in general, and in the pituitary gland in 
particular, many cases presenting the syndrome 
of anorexia nervosa have been diagnosed and re- 
ported in the literature as cases of Simmonds’ 
disease (extreme insufficiency of the anterior 
lobe of the pituitary gland). Superficially, the 
syndromes closely resemble each other. In both 
are found emaciation, amenorrhoea, lowered 
basal metabolic rate, lowered blood sugar levels 
and changes in mental outlook. Actually, how- 
ever, they are fundamentally different. Sim- 
monds’ disease occurs most commonly and most 
typically in adult women who have had several 
children and whose previous health has been 
good, the disease dating from the last puerper- 
ium, and the age at onset being much greater 
than that of cases of anorexia nervosa. ‘The 
syndrome of anorexia nervosa develops char- 
acteristically in adolescents and young adults 
that have a psychoneurotic background. Pre- 
cipitated by an emotional disturbance, it is cured 
by psychotherapy. The anorexia of Simmonds’ 


disease is a physiological lack of desire for food ; 
in anorexia nervosa it is a morbid aversion to 
eating. Emaciation in Simmonds’ disease may 


be severe, but it is not constant. The average 
case of Simmonds’ disease does not become near- 
ly so wasted as do patients with anorexia nervosa 
in whom emaciation is a constant finding, unless 
the disease is recognized and treated before any 
marked loss of weight could occur. (See Table 
II). 

The amenorrhoea of Simmonds’ disease is as- 
sociated with loss of sexual function, loss of sec- 
ondary sexual characteristics, falling out of 
axillary and pubic hair and atrophy of the sexual 
organs. In anorexia nervosa, amenorrhoea oc- 
curs as a single symptom, important chiefly be- 
cause of the concern it gives the patient and the 
patient’s relatives, and not associated with evi- 
dence of gross failure of sexual function. 

The basal metabolic rate in Simmonds’ dis- 
ease is usually lower than in anorexia nervosa. 
Being due largely to underfunction of the thy- 
roid gland, it responds more readily to admin- 
istration of small doses of desiccated thyroid 
than does the lowered rate of anorexia nervosa, 
which is secondary to emaciation. The blood 
sugar level is lower in Simmonds’ disease and 
usually there is a moderate anaemia which is an 
unusual finding in anorexia nervosa. 

The most striking difference, however, is in 
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the mental status. In Simmonds’ disease the 


. patient is dull and apathetic and shows intellec- 


tual impairment usually with gross changes in 
personality. In anorexia nervosa the patient is 
characteristically quick, alert, active and intelli- 
gent, often becoming wilful, sensitive. impulsive, 
hysterical and resentful. 

In Simmonds’ disease the anterior lobe of the 
pituitary gland is largely destroyed and there are 
secondary atrophic changes in other endocrine 
glands, viscera and skin. There are few reports 
of postmortem examination in cases of anorexia 
nervosa and the description of the endocrine 
glands in these is incomplete®’?%", The avail- 
able data indicates that there is no characteristic 
change in the endocrine glands. 

Improvement in cases of anorexia nervosa, re- 
ported as such or erroneously as instances of 
pituitary or other endocrine disease, has often 
been ascribed to the administration of such 
preparations as insulin, thyroid, various female 
sex hormones and pituitary preparations. Im- 
provement occurring after endocrine therapy has 
often been regarded as evidence of the correct- 
ness of the diagnosis of a specific endocrine in- 
sufficiency. Actually the use of such prepara- 
tions may be an effective, but not the most desir- 
able, method of psychotherapy. 


TREATMENT AND RESULTS 


The aims of treatment are to change the at- 
titude of the patient toward food so that emacia- 
tion will be relieved through the ingestion of an 
adequate diet and to ensure permanent recovery 
by eradication of the underlying mental con- 
flict. The former can often be attained by 
change of environment, encouragement and sug- 
gestion, but if the second objective is to be 
realized the psychological basis must be dis- 
covered and remedied if possible. Patient, pro- 
longed and repeated explanation (i.e. psycho- 
therapy) is often necessary before the patient 
fully understands the nature of the illness and 
especially the effect that various environmental 
factors, past and present, have had on its devel- 
opment. This understanding is essential if the 
patient is to become properly adjusted to those 
disturbing associations in the daily environment 
from which there is no escape. 

The first step is a careful and thorough in- 
vestigation of the patient, best done in a hospital 
away from overly solicitous relatives and friends. 
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Only when the physician is absolutely sure of the 
diagnosis himself and convinced that there is no 
hidden serious underlying structural disease can 
he gain the patient’s confidence and be in a posi- 
tion to reassure him adequately. The life his- 
tory of the patient should be obtained, with par- 
ticular emphasis on his emotional reactions to 
his associates. The factors at the basis of the 
neurosis are sometimes quickly revealed but 
often cooperation is imperfect and it is neces- 
sary to persevere in the search by questioning 
the relatives and friends. 

Following the plan outlined above, our pa- 
tients were assured with confidence that there 
was no organic basis for the symptoms. The 
relationship between emotional disturbances and 
the resulting change in function of the auto- 
nomic nervous system was carefully and patient- 
ly explained. The manner in which the stomach 
adjusts itself to gradual and persistent lessening 
of the food intake was described so that the pa- 
tient’s apprehension over the feelings of fulness 
which might occur when he tried to increase the 
intake could be easily allayed. 

The patients were encouraged to eat, at fre- 
quent intervals, small but gradually increasing 
quantities of food of high caloric value. The 
caloric intake was carefully calculated daily, and 
praise and encouragement given with each in- 
crease that occurred. When about 3,000 calories 
was being taken daily and gain in weight was 
evident, the frequency of the meals was gradual- 
ly lessened and the variety of food increased. 

In some cases feeding by duodenal tube was 
given in the early stages of treatment but usually 
the method outlined was all that was required. 
Insulin to stimulate the appetite was not used. 
Similarly, nonspecific endocrine therapy was 
avoided, because it was considered that perma- 
nent results were more likely to be obtained if 
no artificial aids were employed. 

During the patient’s stay in the hospital every 
effort was made to divert his thoughts from his 
obsession. The public ward is obviously more 
effective than a private room for this purpose. 
Occupational therapy was of great assistance. 
In the workshop therapists endeavoured to in- 
troduce a spirit of friendly competition with 
other patients in some work or game. By this 
means a feeling of achievement was engendered 
which went far to restore the confidence these 
patients needed so badly and thus facilitated re- 
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covery. 

Some of the patients appreciated the situation 
quickly, lost the aversion to food, began to eat, 
gained rapidly in weight and became well. In 
most cases, however, a period of a few weeks in 
hospital was required before the obsession about 
eating was changed. In three cases feeding by 
duodenal tube was used when other methods 
failed to stop the loss of weight. The confidence 
engendered by the gain of weight that followed 
upon the larger intake, and the improvement in 
sense of well being then aided in the psycho- 
therapy and the tube feeding was discontinued. 
Once the patient learned to understand his or 
her problem and was willing to face it honestly 
the mental attitude towards food changed and 
recovery resulted. In general the younger pa- 
tients responded most quickly. The older the 
patient and the longer the duration of symp- 
toms, the more difficult the treatment. 

Nine of the thirteen cases made a good re- 
covery. One has married and had children. A 
tenth has felt well for three years but, as stated 
above, still does not menstruate. Two had mild 
psychotic trends. They gained in weight and 
were able to return to work. We subsequentiy 
lost touch with them. The other case (Case 8) 
improved greatly on second admission to hospi- 
tal, but went home again too soon, against ad- 
vice. After an initial slump on leaving hospital, 
she picked up again, gained weight and is now 
working, although still very thin. 


SUMMARY 


Thirteen cases of anorexia nervosa, described, 
present the typical syndrome of emaciation, 
amenorrhoea, low basal metabolic rate, low blood 
pressure, slow pulse and rather low blood sugar 
values. 

These patients responded well to psychother- 
apy, i.e.: sympathetic understanding, patient re- 
peated explanation till they understood their 
problem, reassurance and encouragement. Nine 
made a good recovery. One feels well, works 
regularly, but does not menstruate. Two with a 
mild psychotic trend gained weight and returned 
to work. One went home against advice, great- 
ly improved but not well. 

This syndrome develops as a result of a pri- 
mary emotional conflict which leads to a morbid 
aversion to eating. It occurs usually in the un- 
stable period of adolescence, often as a transient 
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phase, most commonly in intelligent girls whose 
emotional constitution and autonomic control 
are unstable. 

There is no specific endocrine therapy for this 
condition, but these patients being of a hysterical 
nature will often respond temporarily to the sug- 
gestion that goes with confident administration 
of a special extract. Actually such treatment 
should be avoided because permanent results are 
more likely to be obtained if no artificial aids 
are employed. 

REFERENCES 


1. GULL, W. W.: Anorexia nervosa (apepsia hysterica, 
anorexia hysterica). Clin. Soc. Tr., 7, 22, 1874. In 1868 
Gull (Address in Medicine, Lancet, 2, 171, 1868) had used 
the term “hysterical apepsia’’ to describe the same condi- 
tion, 

. RYLE, J. A.: Anorexia nervosa. Lancet, 2, 893, 1936. 

3. CLOW, F. E.: Anorexia nervosa. New Eng. J. Med., 
207, 613, 1932. 

. SHELDON, J. H.: 
ence to physical constitution. Lancet, 1, 473, 1937. 

5. MOSCHCOWITZ, A. B.: Anorexia nervosa. Festschrift 
Dedicated to Robert Tilden. Frank., June 1937. C. V. 
Mosby Co., St. Louis. 

. FARQUHARSON, R. F. and HYLAND, H. H.: Anor- 
exia nervosa: a metabolic disorder of psychologic origin. 
J.A.M.A., 111, 1085, 1938. 

. LOCKHART, S.: Case of anorexia nervosa: necropsy. 
Lancet, 1, 31, 1895. 

. SWEENEY, J. S.: Dietary factors that influence the dex- 
trose tolerance test. Arch. Int. Med., 40, 818, 1927. 

9. ROSS, C. W.: Anorexia nervosa with special reference to 

the carbohydrate metabolism. Lancet, 1, 1041, 1938. 

SHELDON, J. H. and YOUNG, F.: On the carbohydrate 

metabolism in anorexia nervosa. Ibid, 1, 257, 1938. 

ELLIOTT, T. R.: Pathological changes in the adrenal 

glands. Quart, J. Med., 8, 47, 1914. 

CONYBEARE, J. J.: A fatal case of anorexia nervosa. 

Guy’s Hosp. Rep., 80, 30, 1930. 

11. RICHARDSON, H. B.: Simmonds’ disease and anorexia 

nervosa. Arch. Int. Med., 63, 1, 1939. 


i) 


Anorexia nervosa with especial refer- 


— 


“I 


oe 


10. 





IN ENGLAND NOW 

Has the doctor’s cost of living risen since the war? 
Mine has not. The increase in income-tax and the 
rise in food and commodity prices have been offset by 
a reduction in household staff, in food expenditure, 
and in what my young brother when making out his 
weekly budget for my father’s inspection used to in- 
clude under “sports” — drink, tobacco, sweets, thea- 
tres, holidays, week-ends and clothes. Sherry, books 
and the children’s education remain our only luxuries. 
The first will be taken from us, for the second there 
are always the libraries, for the third we shall fight 
to the last ditch—Correspondent in the Lancet, June 
7, 1941. 


When a tyrant has disposed of foreign enemies by 
conquest or treaty, and there is nothing to fear from 
them, then he is always stirring up some war or 
other, in order that the people may require a leader. 
—Plato’s Republic. 
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THE TREATMENT OF PSYCHIATRIC 
STATES FOLLOWING PREGNANCY 
S. H. Krarines, M.D. 

CHICAGO 

Physicians are becoming increasingly aware 
of the prevalence and importance of personality 
disturbances following pregnancy. Though the 
etiology of post partum psychoses is still, largely 
a matter of speculation and theory, two factors 
of great practical value have been established: 
namely, the form which the psychosis will take, 
and the therapy which has been so widely effec- 
tive as to be classed almost as a specific. 


ETIOLOGY 


Incidence. 'The incidence of puerperal psy- 
choses among female admissions to mental in- 
stitutions accounts for from 5 to 10% of all 
cases.1_ Estimations of the incidence of post 
partum psychoses have varied all the way from 1 
out of every 400 deliveries? to one out of every 
1000°. This wide variation in estimation is ac- 
counted for in part by the fact that in many in- 
stances the personality disturbance is so slight 
as to be either disregarded entirely or dismissed 
as unimportant. If one takes the second ratio; 
ie., 1:1000 and recalls that the general popula- 
tion psychoses occur in the proportion of about 
1:1000 (85.4 per 100,000 in U. 8.; 110 per 
100,000 in Illinois)*, then an interesting in- 
ference carn be drawn: pregnancy is the pre- 
cipitating and not the causative factor in puer- 
peral psychosis; and statistically speaking, one 
could say that subjected to any other stress of 
equal force and intensity as that offered by the 
pregnancy these patients would have developed 
an identical psychosis. (The word “identical” 
is used advisedly, insomuch as the form of the 
psychosis is but an intensification of the basic, 
underlying pre-psychotic personality.) Or to 
state this fact in another way, one may say that 
each person who develops a post partum psy- 
chosis is psychotically predisposed. 

The age of onset is essentially that of the child 
bearing period, the majority of cases occurring 
between the ages of 25 and 35. It is interesting 


1. DeForest, H. P.: Complete pelvic obstruction due to 


fibromyomas as a cause of puerperal psychosis. Am. J. Obst. 
p. 276, 1918. 

2. Ibid. 

3. Williams, J. W.: Obstetrics, p. 993. D. Appleton and 
Co., 1917. 


4. Patients in Mental Institutions, U. S$. Dept. of Com 
merce, Bureau of the Census 1938, page 15. 
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to note that the number of pregnancies which a 
patient has experienced does not in itself seem to 
be significant ; i.e., a psychosis is no more liable 
to occur after a first than after a second or 
third delivery, or vice versa. 


The roles which endocrine imbalance, infec- 
tion, and heredity may play as precipitating fac- 
tors have not been clearly established. Usually 
the tests of toxicity are negative. ‘Temperature, 
respiration, pulse, and leucocyte count are nega- 
tive. Clinically, many of these patients appear 
to be somewhat confused and as if suffering from 
a mild and chronic delirium. Studies indicate 
that when the psychosis is of the toxic infectious 
nature, the hereditary background tends to be 
more stable than it is for those patients the 
form of whose psychosis is schizophrenic, manic 
depressive, or even psychoneurotic. Schizo- 
phrenic reactions are to be found most frequent- 
ly in those patients whose pre-psychotic per- 
sonality could be described as “introvert” ; manic 
depressive, in those whose tendency was to be 
“extrovert.” 


The pre-psychotic personality of these patients 
is often stated to be normal, though a closer 
study usually reveals serious personality defects 
existent but dormant until released by the stress 
of pregnancy. Some patients give a history of 
chronic masturbation ; some, of sexual frigidity. 
The latter fact is not particularly significant, 
insomuch as the incidence of frigidity among 
“normal” married women is very high. Some 
patients, not having desired pregnancy are in- 
different or hostile to the child; others maintain 
both desire for and love of the child but are 
overwhelmed by a sense of inadequacy and help- 
In other words, here as everywhere 
else in medicine, each patient represents a highly 
individualized problem. 


lessness. 


It may well be that the body has learned over 
a period of nine months to adjust to the marked 
change in endocrine function which accompanies 
pregnancy, and that the sudden change in en- 
docrine activity brought about by the delivery of 
the child acts as a shock to the entire organism 
and particularly to the nervous system. Where 


the nervous system is predisposed or unstable, 
then such an endocrine change would precipitate 
4 psychiatric disturbance. 


S. H. KRAINES 


THE FORM OF THE ILLNESS 


There seems to be no consistent symptom 
complex for the psychiatric illness following 
pregnancy. Each mental disturbance varies with 
the individual patient. While most of the pa- 
tients show evidences of anxiety and some con- 
fusion, as a rule they tend to fall into the usual 
psychiatric categories. Most of the disturbances 
may be classed under four headings: 1) Manic- 
depressive, 2) Schizophrenic, 3) Toxic-infec- 
tious, and 4) Psychoneurotic. The implication 
is, therefore, that the form of the patients’ ill- 
ness has been more or less predetermined before 
the patient became pregnant and that delivery 
acts as a precipitating factor to bring into overt 
existence an illness which had its roots in the 
preexisting personality. This statement is gen- 
erally true in the psychoses; stress in the form 
of physical or mental shock will often produce 
a psychosis, but the form which this psychosis 
will take has been predetermined to a large ex- 
tent in the patient’s personality. In general 
paresis, for example, the etiologic agent is the 
spirocheta pallida; but the patient, in addition 
to showing the positive laboratory and neuro- 
logic findings, will show a personality reaction 
which may be euphoric (manic), or depressive, 
or hallucinatory and _ persecutory (schizo- 
phrenic) or disoriented (infectious). Any of 
these forms or types of psychiatric states may 
develop, their occurrence depending not upon 
the etiologic agent but upon the type of per- 
sonality which existed before the illness began. 


The post partum psychosis may be primarily 
schizophrenic in nature, as evidenced by with- 
drawal from reality, ideas of reference, delusions 
of persecution, hallucination, mutism, and ¢a- 
talepsy. The prepsychotic personality of these 
patients tends to be that of a shy, retiring per- 
son, who is overly moralistic, who is inclined to 
phantasy a great deal, who would rather be 
alone than with others. Often these persons are 
intelligent as far as learning ability or academic 
work is concerned, but appear to their friends 
as “impractical.” When a psychosis occurs in 
such a person, from whatever reason, the psy- 
chosis often, though by no means always, tends 
to be of schizophrenic nature. The following 
case is illustrative. 


Mrs. E. O., age 31, was a shy, sensitive woman. 
She was one of four siblings, all of whom were of 
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the same temperament. She much preferred staying 
at home and reading to going out to parties or other 
social affairs. When she did go out, she was always 


a “wallflower,” sitting by herself, and seldom enter- 
ing into conversation. Moreover, she had always 
been extremely sensitive, and her “feelings” were 
easily hurt. 

During her pregnancy, she was solicitously cared 
for by her husband and her relatives, the patient 
sitting quietly, pleasant but indifferent to the atten- 


tion of those about her. The delivery was normal 
and there was no Clinical or laboratory evidences of 


sepsis or other organic pathology. The patient, 
however, became increasingly quiet, with outbursts 


of irritability; she showed no interest in her child; 
she spoke very little, and had a “peculiar” stare in 


her eyes. This tendency was intensified as time 
passed, and she refused to eat, showed evidences of 


catatonia, and when she did speak, she expressed 


“crazy ideas”; she spoke of having teeth in her 


vagina, of strange men watching her through the 


windows of her room, of peculiar vibrations which 


were sent out to influence her mind, Her symptoms 


continued along this pattern so that the diagnosis 
was clearly that of catatonic schizophrenia. 

The post partum psychosis may be primarily 
manic or depressive in character. In the manic 
phase, patients are over active, over talkative, 
and euphoric. They laugh, sing, joke, and are 
unmanageable, They jump in and out of bed, 
they talk constantly, and may have grandiose 
ideas. This phase may alternate with a depres- 
sive phase; or the depressive phase may come 


on alone. In the depressive phase, the patients 


cannot sleep or eat, are constipated, morbid, feel 
unworthy, and may attempt suicide. The pre- 
psychotic personality of these patients tends to 
be “extrovert,” ie., the patients are sociable, ac- 
tive, “good mixers,” have many friends, are in- 
terested in severa) activities, and in genera) ap- 


pear to be well adjusted persons. This type of 


personality infrequently develops a schizophrenic 
illness, and should there be sufficient predisposi- 
tion within the nervous system will develop, un- 
der stress, into a manic- or a depressive illness. 
The following case is illustrative. 

Mrs. B. B., age 29, was a happy, well adjusted per- 
son who had many friends, who was constantly active, 


and who not only kept house for her husband, but 


was gainfully employed, and engaged in a wide social 
activity. Pregnancy was desired and both she and 
her husband looked forward to their baby. Pregnancy 
was uneventful and although the patient was appre- 
hensive before the child was born, the delivery was 
Shortly after delivery, however, the patient 


She wondered whether 


normal, 


became “blue” and worried. 
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she would be able to care properly for the baby, 
whether the expense of the hospital was too great, 
and about a myriad of details which previously had 
given her no concern. Physical examination revealed 


no pathology and there was no positive laboratory 
findings. Her anxiety and depression increased. Soon 


she had difficulty in concentrating, she: began to sleep 
poorly, she had no appetite, she took care of the 


child but wept bitterly over an imagined inadequacy, 
she cried most of the time, was positive that she 


was a hopeless case, and that life was not worth 


living. She thought continuously of suicide. This 


patient suffered from a typical depression of the 


manic-depressive type. 


The psychosis may be toxic infectious in form. 
In such instances, there is usually a definite 


evidence of toxicity, such as fever, leucocytosis, 
rapid pulse, and often a focal phenomenon of 
infection. In toxic-infectious states of acute 
nature, the symptoms are those of delirium; ie, 


there is disorientation, the memory for recent 


and remote events is poor, the ability to calculate 


is impaired, and Judgement is umsound. In ad- 
dition there tend to be mild hallucinations, un- 
systematized delusions, anxiety, and restlessness. 
As a rule this form of psychosis disappears with 
the removal of the toxic-infectious etiology. This 
ease of Mrs. L. G. A. is to the point. 

Mrs. L. G. A, age 36, prima three, had an un- 
eventual pregnancy. Delivery was normal, labor 


lasting seven hours. Following the delivery, the 


patient seemed normal; but on the second day her 


temperature began to rise, and she became disturbed 


and noisy. She was very apprehensive, and at times 


cried bitterly. She asked repeatedly where she was; 


did not remember the names of the nurses with whom 


she had previously been friendly; and was disoriented 
to the day and month, although she knew the year. 


She shouted out at times, and was kept in bed with 
difficulty, Apprehension was usually greatest in the 


evening, and at these times she would have vague 
illusions of persons passing through the room, and of 


constant noise outside her door. 
The physical symptoms and signs indicated a 
diagnosis of post puerperal sepsis. The usual 


procedures were instituted, in addition to sul- 
phanilamide. Morphine was used repeatedly as 
a sedative. By the end of the week, the fever 
had disappeared and all symptoms of delirium 


were gone. 


Still another common form of psychiatric dis- 


turbance which follows pregnancy but which 


cannot properly be called a psychosis, is the 


psychoneurotic symptom complex. Patients with 
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this form of illness are irritable, emotionally un- 
stable, and usually very hypochondriacal. Or- 
dinarily there are many symptoms of tension. 
Mrs. A. G., age 25, had always been a “nervous’ 
girl. She had the usual number of friends, was grad- 
vated from high school, liked her boy friend a great 
deal and married him. She had always been subject 
to frequent headaches, “gas on her stomach,” cried 
easily, “worried over every little thing that came up” 
and had frequently been treated by physicians for 


vague and annoying but intangible symptoms. She 
feared her pregnancy because of her belief in the 


stories told by some of her friends about the terrors 
of child birth. Her first child, however, proved not to 


be such an ordeal as she had expected: and she looked 


forward to her second child with much less appre- 


hension. However, her husband had a reduction in 


wages, and his new position was insecure; her mother 
became ill and needed much attention, indeed the 


patient worried because the doctor had warned the 


mother of a possible cardiac collapse; and her first 


These en- 


child was particularly subject to colds. 
lironmental stresses in addition to her own “natural” 
tendency to elaborate upon them, served to make her 
“yery nervous.” The delivery was normal; but soon 
thereafter the patient complained of weakness, of 
lack of ambition, of aches and pains throughout her 


body. The back of her neck hurt and there were 
radiating pains down her arms, inconstant in nature 


and without evidence of a peripheral neuritis. She 
cried easily, was easily hurt, and yet when guests 


came she was able to appear perfectly well. Her 
symptoms apparently were always worse when mem- 


hers of the family were present. She went from 
physician to physician but gained little relief. Her 


symptoms were always intensified just before her 
menstrual period. The diagnosis generally agreed 


upon was “neurasthenia.” 
TREATMENT 
The treatment of psychiatric states following 


pregnancy may be @Qivided into three main 


categories. The first is the removal of toxic- 
infectious processes where they are discernible. 


Herein are instituted the usual procedures of 
bed rest, forcing of fluids, dealing with the 
source of infection where possible, or the use of 
one of the sulphanilamide derivatives as the case 
warrants. 'Yhe delirious state is dealt with by 
adequate nursing care, the use of frequent al- 


coho) rubs for the fever reduction, and sufficient 


horphine during the initial stages to secure rest 
and sleep. The clearing up of the infectious 


process will usually result in the clearing up of 
the toxic-infectious psychosis. 
The second form of treatment is that of con- 


(Metrazo) or electric 


vulsive shoek therapy. 
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shock therapy may be used.) When a psychosis 
develops and there is no evidence of any toxic 
infectious process, or should the infectious proc- 
ess be cleared up and the psychotic state persist, 
then the therapy which should be applied as 
quickly as possible is one of the shock therapies. 


Patients with psychoneurotic symptoms which 


suddenly flare up after pregnancy, as well as 
psychotic patients, should be treated this way. 
The results of such therapy are often amazingly 
rapid, In many instances two or three conyul- 
sive doses result in a permanent cure, while in 


others, longer courses of therapy are necessary. 


Delusions and hallucinations may remain, after 


the first few treatments, but the patient becomes 


infinitely more manageable and cooperative ; and 
subsequent psychotherapy tends to result in the 
complete removal of the symptoms. Of nine pa- 
tients treated with shock therapy, seven made a 
complete recovery after from four to ten treat- 
ments, given at the rate of three times a week. 


Of these seven, the average duration of the 


psychosis following pregnancy was from one 


week to four months. In the eighth case, a 


social recovery was obtained so that the patient 


was able to return to her home and care for her 
child, even though she continued to be easily 
upset emotionally by the ordinary events of the 
day. This patient had become acutely hallucina- 
tory a week following her pregnancy and had 
climbed down the rain spout from her second 


story window because she wished to get to the 


police and inform them of the gang which was 


surrounding her house with the intent of killing 
her child. This woman had for several years 
been very suspicious of her husband, had been 


sure that the neighbors were spying upon her, 


and had avoided all social contacts for a long 


period of time. Following seven metrazo) treat- 


ments the patient seemed well, and at her hus- 


band’s insistence and because of his financial in- 
ability to keep the patient in the sanitarium any 
longer, she was sent home. At home she no 
longer manifested these bizarre ideas, but she 
remained emotionally labile. 

The ninth patient made an excellent adjust- , 
ment following ten metrazol treatments, except 
that for three days prior to, during, and for 
three days subsequent to her menses, she suf- 
fered from marked emotional instability and 
vague pains in the extremities. The use of 


testerone propionate, mg. 10, a week before the 
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onset of each period, resulted in complete relief 
of these symptoms. After the fifth month, the 
testerone was discontinued and the patient re- 
mained completely well. 

The third important component in therapy is 
psychotherapy. 
when one finds that there have been previous 
manifestations of the basic instability of the pa- 


tient’s personality. All of these patients need 
to learn how to adjust to the problems of life, 


This is particularly necessary 


how to deal with their difficulties on an unemo- 
tional level, and how to practice the ordinary 
rules of mental hygiene. Such psychotherapy is 
directed, not only at removing the instability 
that exists in relation to the post partum dis- 
turbance but also at preventing other neurotic 
disturbances from developing. 

The prognosis of these puerperal psychiatric 
states varies with: a) the presence or absence of 
toxic-infectious factors, b) the amount of dis- 
turbance in the underlying personality before 
the pregnancy, c) the promptness with which 
shock therapy is instituted, and d) the adequacy 
of subsequent psychotherapy. 

If the most important precipitating factor is 
one of toxin or infection, and the illness is in 
the nature of a delirium, then the prognosis for 
rather complete and immediate recovery is ex- 
cellent. If, however, there is no discernible toxic 
element and if the patient’s pre-psychotic per- 
sonality has been very unstable, with elements of 
excessive introversion or extroversion, then the 
recovery from the post-partum psychosis will be 
similar to the recovery rate present in similar 
psychoses which seem to occur sui generis. Thus, 
for example, a patient who has always been 
” eccentric, and antisocial and who 
becomes pregnant, might have developed a psy- 
chosis even without the pregnancy; indeed one 
may say that in such instances the pregnancy 
was simply “the last straw,” and without much 
Recoveries from post par- 
tum psychoses in such patients may not occur, 
may be delayed, or may be incomplete. 


shy, “queer, 


etiologic significance. 


Other things being equal, the sooner adequate 
shock therapy is instituted, the more certain are 
patients to recover from their psychosis. The 
results of treatment instituted several years after 
the onset of mental illness tend to be discourag- 
ing. Again, after recovery from the acute men- 
tal illness, many of these patients need a great 
deal of psychotherapy in order to readjust their 
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mental attitudes, and emotional instability. 

As was stated earlier there seems to be no 
relation between the number of pregnancies a 
patient has and the onset of a post partum psy- 
chosis. The mental disturbance may occur after 
any one of the pregnancies, and may not recur 
after subsequent ones. Many patients have a 
post partum psychosis with one child and sub- 
sequently have several children after whose birth 


there is no evidence of mental aberrations. 


Whether a psychosis does recur or not depends 
upon basic personality states rather than upon 


the fact of the pregnancy. 
SUMMARY 
The post partum psychoses account for 5 to 


10% of all psychoses among women, and occur 
in one out of every 400 to 1000 deliveries. As 
a rule there is no evidence of toxicity. The 
symptom complex of the psychoses varies with 
each person, the whole gamut of psychiatric ill- 
nesses being observed in these patients. The 
treatment consists of: 1) removal of infection, 
where present, 2) shock therapy to be followed 
by 3) psychotherapy. The shock therapy is ex- 
tremely effective if given shortly after the advent 
of the illness. In those patients wherein the 
menstrual period is associated with emotional 
disturbance, testerone propionate has been found 
useful. 





The lamentable ignorance of the lay public is one 
of the greatest of the many factors which take their 
toll of the average patient suffering from consumption. 
In this country (England) we do not openly avoid 
the consumptive when we meet him in the street as 
is the reported custom in Cyprus; but social ostracism 
takes other forms. The consumptive finds it difficult 
to find employment, quite irrespective of the extent 
and nature of the disease. He has merely to let drop 
the information that he has had tuberculosis to find 
himself surrounded by a host of prejudices and 
fears, many of which are quite unwarrantable. He 
may have the spirit of willingness to work and his 
disease may be relatively benign, but the misguided 
trend of public opinion operates against him. He 
may be forced to take employment where and when 
it may be offered, regardless of its suitability, and 
knowing full well that he may have to pay the pen- 
alty in the course of time. If he is a victim of social 
eviction the relapse will probably come even more 
speedily because of the absence of work which is his 
means of providing himself and his dependents with 
bread and butter, which mean life itself. —J. B. Mc- 
Dougall, M. D., Bull. de ’Union Inter. Contre la 
Tuber., July, 1939. 
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ARE PRESENT DAY QUARANTINE 
METHODS ARCHAIC? 


ARCHIBALD L. Horne, M. D. 
CHICAGO 


Quarantine and isolation are terms that are 
often used synonomously. In either instance 
there is a restriction on the movements of one 
or more individuals for the purpose of protecting 
the public health. But in this discussion a sharp 
distinction is to be made between the quarantine 
of premises and the isolation of patients in the 
home. Moreover, there seems to be a tendency to 
apply the term quarantine especially to those 


communicable diseases where the enforcement of 


definite sanitary regulations are essential. 


Quarantine of contagious patients as practiced 
for many years might be regarded somewhat as 
an ancient custom. Quarantine dates back, at 
least, to the second half of the fourteenth cen- 
tury. At that time it applied to ships and was 
instituted by the Italians for the purpose of 
shutting out pestilence from the East. Venice 
in 1403 was said to have been the first city to 
establish a maritime quarantine. The measures 
then adopted were the foundation for the laws 
now in force to prevent the spread of contagious 
diseases by ships from one country to another. 
However, the control of ships’ movements and 
the limitation of freedom for those who live in 
homes present many dissimilar problems. There- 
fore, requirements which are adequate for the 
one may not be appropriate for the other. 


The adoption of any quarantine regulation can 
only be justified if its objectives are attained. 
Success must be based on evidence that the 
spread of the particular disease has been checked. 
Failure is apparent if the number of people con- 
tracting the infection is not notably influenced 
by the restraining rules applied. There is little 
to indicate that any marked suppression of cer- 
tain diseases has been accomplished by the quar- 
antine rules that have been in existence in some 
states for a great many years. 


Measles is an outstanding example of failure 
to control an epidemic disease by means of home 
quarantine in large cities. From 1856 until 1940 
there has been an epidemic of measles every two 
years in the city of London. Even hospitalization 


Read before the Section on Public Health and Hygiene, 


yoo Meeting, Illinois State Medical Society, Chicago, May 
<l, 1941, 
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of measles patients in large numbers has not 
succeeded in lessening the spread of this disease. 
This was illustrated in London when during a 
period of eight months from October, 1935, to 
July, 1936, 13,667 measles patients were sent 
to the infectious disease hospitals. The total 
number of measles patients in the year this was 
done amounted to about 40,000. However, the 
Mjnistry of Health reported that there was no 
thought of controlling the outbreak but that the 
patients were hospitalized on account of the care 
that they required. In Chicago, an outbreak of 


measles develops nearly every other year. Some- 
times an epidemic may be followed by one of 
lesser dimensions in the succeeding year, then a 
year of very low prevalence ensues and precedes 
the next major outbreak. It would seem ideal if 
susceptible contacts could be isolated prior to the 
onset of measles but after the disease has aevel- 
oped and the eruption appeared there is little 
likelihood of others being unknowingly exposed 
to the patient. We mentioned the regularity with 
which biennial epidemics of measles have oc- 
curred in London; therefore, it is interesting 
to learn that the scheduled epidemic for 1940 did 
not occur. This seems particularly strange con- 
sidering that 730,000 children were removed 
from cities to country districts early in the fall 
of 1939, and about 87 per cent had returned to 
their homes by January, 1940. While absent 
from their customary places of abode they were 
deprived of the usual advantages of school in- 
spection and yet the number of common con- 
tagious diseases in England was less in 1940 
than it was in 1939. In 1938, Chicago had ap- 
proximately 38,000 cases of measles reported. 
As a result, the supply of susceptibles was largely 
exhausted by 1939. But with the coming of 1940 
more children had reached the measles age and, 
therefore, the infection was much more prevalent 
than in the preceding year. Repetitions of a 
similar nature are noted in most cities through- 
out the years, and suggest the futility of at- 
tempted control by means of quarantine meas- 
ures. Placarding of the measles patient’s home 
is of no scientific value and indirectly may do 
harm; for the parents dreading the posting of 
a red quarantine sign hesitate to call a physician 
at a time when medical attention often is most 
needed and can accomplish the greatest good. 
Therefore, it was refreshing to learn during the 
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past year that the State of Illinois rescinded an 
old time requirement in respect to placarding for 
measles. 


Scarlet fever is another disease which has 
shown no tendency to be suppressed by means of 
quarantine measures. In some respects it pre- 
sents one of the most difficult problems among 
all the common contagious diseases from a public 
health standpoint. Unlike measles, it does not 
occur in frequent waves of high and low inci- 
dence but maintains a comparatively even level 
of prevalence from year to year. Again quoting 
from reports of the Ministry of Health, it is men- 
tioned that from 85 per cent to 95 per cent of 
scarlet fever patients are treated in hospitals in 
London and in thirty-six large cities, but “the 
incidence of the disease in the country generally 
appears to show no marked reduction as the re- 
sult of hospital isolation or indeed of any other 
measure of public control.” An explanation for 
this condition in our own state as elsewhere is 
probably the presence of scarlet fever carriers of 
nearly all ages who may be present during all 
seasons of the year and at all times mingling 
with those who are apparently well. This is con- 
stantly true with respect to immune carriers and 
it must also occur to a marked degree among 
convalescent carriers who have been arbitrarily 
quarantined in accordance with public health 
regulations for a period of twenty-eight days. 
For many years in this state, the quarantine 
rules applied to the home of a scarlet fever pa- 
tient imposed great hardships on the family. 
Sometimes this included expenses which could 
not well be afforded. Thus the wage earner was 
compelled to find other lodgings if he were to 
continue to pursue his customary means of live- 
lihood. Otherwise he was obliged to remain on 
the premises and, as a result, might be deprived 
of his income through loss of work. It is cheer- 
ing to note that now there is a general tendency 
to give more consideration to the economic as- 
pects of quarantine. The effort to do so is thor- 
oughly justified because there is little to suggest 
that the past rules governing scarlet fever pa- 
tients in their homes have accomplished much 
in diminishing the incidence of the disease. The 
regulations now in force which permit the com- 
ing and going of the wage earner under certain 
For at 


least fourteen years the English have permitted 


conditions are entirely within reason. 
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adults who were not food handlers, teachers, or 
others engaged in occupations requiring contact 
with children, freedom of movement when scarlet 
fever patients were isolated in the home. Pla- 
carding for scarlet fever as a warning for others 
may be a proper requirement. However, the city 
of Bergen, which had until the time of the pres- 
ent war a population of 90,000 people did not 
placard the homes of scarlet fever patients and, 
apparently, achieved as much control over the 
disease as has been accomplished in cities of 
comparable size in this country. This fact further 
stimulates consideration as to whether or not 
hospitalization for scarlet fever patients should 
not be limited to those for whom hospital treat- 
ment is necessary; and perhaps a limited num- 
ber who cannot be given proper care at home on 
account of the lack of financial resources that are 
essential. 


From the standpoint of control, it is very 
doubtful if the placarding and quarantining of 
premises for poliomyelitis, whooping cough or 
chicken pox really accomplishes any good. This 
statement is upheld to a considerable extent by 
the fact there are wide variations in the quaran- 
tine regulations throughout the many states. 
This, of course, is due to the differences of opin- 
ion in the communities concerned. If minimum 
quarantine periods have accomplished as much 
in some states as maximum requirements have in 
others, then it is apparent that regulations in the 
latter are unjust. A situation of this kind sug- 
gests that an extensive study of the entire matter 
should be made in order that uniform quarantine 
laws could be adopted throughout the nation. 
Some years ago a committee of the American 
Public Health Association put forth some efforts 
in this direction. Again referring to poliomyeli- 
tis, we are all aware how seldom more than one 
case of the disease is diagnosed in the same 
family. A similar situation holds true in respect 
to meningococcic meningitis. We apply some- 
times rules of quarantine without having a full 
knowledge of any actual good that such rules 
may possess. 


None of the foregoing remarks are intended 
to belittle the necessity for the proper isolation 
of a communicable disease. Momentarily it would 
seem that the ideal procedure might be to care 
for all contagious disease patients in special hos- 
pitals. However, such an undertaking would 
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sarcely be possible in a large city. As previously — 


intimated, it was the aim for many years in 
London to treat most contagious disease patients 
in fever hospitals in order that the sources of 
infection could be removed from contact with 
the general public. However, this effort at con- 
trol did not meet with success. Nor is it likely 
that any large city can control extensive epi- 
demics in such a manner. Carriers of infection 
will always be at large and cannot in all instances 
be identified. Inasmuch as it is either not pos- 
sible or not feasible to undertake the hospitaliza- 
tion of all contagious disease patients, many must 
be cared for in their homes. Moreover, this can 
be satisfactorily done if proper isolation measures 
are enforced and these can be more readily 
carried out if the restrictions placed about the 
family are reasonable. 


The application of isolation procedures are far 
older than any quarantine laws. This is realized 
at once when we consider that Moses recognized 
the value of separating the sick from the well. 
The necessity for isolation of communicable di- 
sease patients is as important now as in biblical 
times. Theoretically, the contagious disease pa- 
tient should be segregated for the duration of 
his infectivity. Practically this period can not 
always be determined and even if known, proper 
enforcement of isolation requirements may not 
be possible. As suggested previously, contagious 
diseases are transmitted with far greater fre- 
quency by carriers of infection than as a result of 
contact with one suffering from disease. With 
the ever increasing dissemination of knowledge 
among the laity with respect to public health 
matters, communities of today appreciate and 
understand the value and necessity for isolation 
of patients with infectious diseases. On that 
account the average contagious disease patient 
without complications may be satisfactorily cared 
for in the home without serious danger of trans- 
mitting infection to others provided approved 
measures of procedure are adopted. In the fu- 
ture, perhaps contagious disease hospitals will 
be used primarily for two purposes: (1) for those 
patients who absolutely require hospital care on 
account of the seriousness of their illness, and 
(2) for patients whose disease is of such a 
nature that strict quarantine is absolutely es- 
sential. Aside from these two classifications all 
of the other common contagious disease patients 
may perhaps be cared for in their homes by 


means of isolation without danger to the com- 
munity at large and without emblazoned signs 
on their homes to proclaim their misfortune. 
Not only have many needless requirements 
been applied to the living but sometimes use- 
less restrictions have been imposed upon the 
bodies of the dead. Why must a family in sorrow 
be denied the right to hold a funeral as they 
wish it following the loss of a child from whoop- 
ing cough. Furthermore, is it necessary to apply 
similar restrictions when death has occurred 
from measles, poliomyelitis, or epidemic men- 
ingitis. How much evidence is there to show that 
the body of an individual who has died from 
any one of those diseases has ever been respon- 
sible for transmitting the infection in question. 
The corpse of the influenzal, pneumonia or tuber- 
culous patient would hardly be less dangerous, 
but the same could not be said for smallpox, 
plague or glanders. Satisfactory control of the 
common contagious diseases must depend for the 
most part on neither quarantine nor isolation, 
regardless of whether such measures are carried 
out in the home or in the hospital. The only 
certain method for the suppression of a conta- 
gious disease is the application of an efficient im- 
munizing agent. Vaccination against smallpox 
is the outstanding example in this field of en- 
deavor. If all the world were vaccinated small- 
pox would soon become extinct. We can scarcely 
hope for such an achievement. Nevertheless, in a 
small community or even in a large city 90 per 
cent of the population could easily be protected 
if proper vaccination laws were on the statute 
books. In the last war during a period of three 
years from 1917 to 1919, there were 853 cases 
of smallpox among our troops in this country 
and abroad, and among that number 114 deaths. 
Regardless of any quarantine or isolation meas- 
ures adopted, smallpox would have run rife as 
it did in pre-vaccination times had not the vast 
majority of troops been protected by successful 
vaccination. The value of diphtheria immuniza- 
tion closely follows that of vaccination against 
small pox. Comparatively few of the diphtheria 
patients entering our contagious disease hos- 
pitals give any history of exposure to the disease. 
In 1921, 2,165 diphtheria patients were admitted 
to Municipal Contagious Disease Hospital. After 
an intensive campaign of active immunization 
carried out by the Chicago Health Department 
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there were but 96 diphtheria patients received in 
the same hospital in 1933. Neither quarantine 
nor isolation could accomplish such results, nor 
was there any marked suppression of diphtheria 
until active immunization was introduced. 
Typhoid fever is another striking example of the 
value of active immunization. Provisions for 
the prevention of tetanus, scarlet fever, and 
whooping cough may in time join the ranks on a 
par with some of the other methods formerly 
mentioned as defenders against infection and 
death. 


But it is not merely necessary to possess ef- 
ficient weapons for defense against disease but 
to have available a large corps of trained workers 
capable of using them. Epidemiologists, diag- 
nosticians, health officers and public health 
nurses, each group in sufficient number are re- 
quired to study sources of infection, determine 
the exact nature of the disease, immunize con- 
tacts, and follow up cases or suspected cases. 
Questions of sanitation must also receive atten- 
tion and for this purpose properly trained engi- 
neers are essential. 


CONCLUSIONS 


1. The usual quarantine regulations for the 
control of the common contagious diseases have 
been an utter failure. 

2. Contagious disease patients and susceptible 
contacts should be isolated. 

3. In most instances, placarding of premises 
has no scientific value if the family concerned 
possesses average intelligence, and if the home is 
visited at proper intervals by a field nurse or 
health officer. 

4, Infectious disease hospitals should be main- 
tained primarily for those patients who require 
hospital treatment. 

5. Satisfactory control of the common con- 
tagious diseases is only possible in those infec- 
tions for which an efficient immunizing agent is 
available. 

25 E. Washington Street, 
Chicago, Illinois. 
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DISCUSSION 


Dr. Winston H. Tucker, Evanston: I am sure that 
we all agree with Dr. Hoyne on the established princi- 
ple that previous immunization against preventable 
disease is the most satisfactory means of communi- 
cable disease control. These preventive measures 
have been most satisfactory in control of smallpox 
and diphtheria. I do not quite agree with Dr. Hoyne 
that quarantine and isolation measures required by 
the State Department of Health have been of little 
avail in the control of other communicable diseases, 
particularly scarlet fever. In my experience, quaran- 
tine measures have been very helpful as an aid in 
communicable disease control. 

May I again remind you of the difference between 
isolation and quarantine. Isolation pertains to the 
patient only; it means complete isolation from every- 
one except the immediate attendant and the physi- 
cian. On the other hand, quarantine applies to the 
other members of the family, requiring either com- 
plete or partial restriction of their movements to and 
from the household. Premises in which a person is 
ill with a communicable disease are placarded for the 
purpose of notifying the public that a communicable 
disease exists therein, and entrance to those premises 
is prohibited. In communicable disease control, it is 
important that the attending physician or public health 
nurse explain the meaning of isolation and quarantine 
to the family, in order that they may cooperate in 
an intelligent manner in protecting the patient and the 


’ public. 


As you know, measles is the most highly communi- 
cable disease which affects mankind. Quarantine 
measures have done little to alter periodic measles 
epidemics throughout the years. Nevertheless, pla- 
carding of premises harboring cases of measles have 
played an important part in reduction of complica- 
tions which are caused by hemolytic streptococci, 
staphylococci and pneumococci brought to- the sick 
child by visitors. We all know that the measles patient 
is very susceptible to secondary infection. I am not 
so sure that the State Department of Health has been 
wise in discontinuance of placarding of measles. It 
is my opinion that measles is a serious disease of 
childhood and placarding is warranted because it aids 
in prevention of complications. Discontinuance of 
measles placarding has made the public think that 
it is not important to isolate and protect the measles 
patient from other people. Further, it is my feeling 
that local health departments could do much more 
health education of parents in connection with proper 
protection of the measles patient. 

Placarding in chicken pox is important as a means 
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of smallpox prevention. We carefully check every 
case of chicken pox in persons over 16 years, in order 
to be certain that it is not smallpox. In communi- 
ties with a high percentage of vaccination against 
smallpox, I think it would be wiser to discontinue 
placarding for chicken pox and continue placarding 
for measles. 


In connection with quarantine for scarlet fever, Dr. 
Hoyne mentioned the possibility of members of the 
family going in and out of quarantined premises after 
dark. No doubt a certain number of people will 
violate quarantine in this manner, but I do not think 
that an occasional violation should cause us to give 
up placarding entirely for scarlet fever. Scarlet fever 
cases can be adequately handled in the home, and the 
public protected, if strict isolation and quarantine 
measures are followed. The recent modification of the 
rules for scarlet fever control by the State Department 
of Health which permit wage earners to go to and 
from the placarded home for the purpose of earning 
a living is a good one. However, it must be empha- 
sized that foodhandlers and persons who come in 
contact with children are not permitted these measures 
of modified scarlet fever quarantine. It is essential 
that the patient be strictly isolated from the wage 
earners, and that the wage earner cooperate com- 
pletely in the modified quarantine. 


It is my belief that the day is not far distant when 
it will be possible to control scarlet fever by active 
immunization, as is now accomplished for diphtheria 
and smallpox. The present method in which five in- 
creasing doses of scarlet fever toxin is administered 
at weekly intervals has been very satisfactory in my 
experience. Objection to this procedure by physi- 
cians because of severe reacticns following injections 
can be largely overcome by being certain that the 
injection is made subcutaneously rather than inter- 
muscularly. Rapid absorbtion from intermuscular in- 
jections is most often the cause of local and systemic 
reactions. 


j 


In our communicable disease control program, all 
scarlet fever patients are cultured for hemolytic strep- 
tococci, and growth on the blood agar plate is classi- 
fied as heavy, moderate and light. At the end of the 
28 day quarantine period, convalescents with positive 
cultures are placed under modified quarantine, and 
school attendance and other outside activity pro- 
hibited until throat cultures show very few or no 
hemolytic streptococci. We have found that most 
convalescents have negative cultures from 6 to 8 
weeks after the date of onset. Those who continue to 
show heavy positive cultures have been found to have 
a focus of infection, generally in the tonsils. Brothers 
and sisters of scarlet fever patients who receive free 
hospitalization are Dick tested while the patient is 
in the hospital, and active immunization is begun at 
once on those who are Dick positive. Accordingly, 
when the convalescent returns from the hospital with 
a positive throat culture, the other children in the 
tamily are protected. In this manner we have suc- 
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ceeded in substantially reducing the number of sec- 
ondary cases of scarlet fever. 


In summarizing I wish to repeat that it is my opin- 
ion that quarantine and placarding have made a defi- 
nite contribution to communicable disease control. 
It is not wise to enforce quarantine regulations in a 
dogmatic manner nor is it wise to be lax and careless. 
We have found that firm enforcement of quarantine, 
combined with a program of health education of the 
patient and parent by the physician and public health 
nurse have been effective in communicable disease 
control. 


Dr. C. P. White, Kewanee: I am a general prac- 
titioner and President of the Board of Health in 
Kewanee, Illinois. I believe that our record is as 
good as you will find in the average community of 
that size. We do not have the opportunity to have a 
free laboratory to do our culture work, as Dr. Tucker 
has, without sending it to the State Laboratory. 


I appreciate very much what Dr. Hoyne has just 
said. After nearly eight years I am of the opinion 
that there is a great deal more in the control of 
these communicable diseases and in the isolation of 
the patient and the attendant than there is in the 
old quarantine as it has been practiced. However, if 
we are going to get that kind of control we want, 
it seems to me that we are going to have to make sure 
that we have the full cooperation of. the medical men 
in the community. In our city, every doctor under- 
stands that we consider his office a health center and 
he is given privileges, is respected in his diagnoses, 
and is given the cooperation of the Health Depart- 
ment. If we find in any instance that he does not 
cooperate, then those privileges are taken away from 
him. 


However, I am serious in the matter of scarlet 
fever. I believe there are many of these streptococcus 
sore throats where under observation no one has ever 
seen them accompanied by a rash. When I speak 
of these sore throats, I mean a true streptococcus 
sore throat with high fever, general malaise, and all 
that goes with it. Many of these are transferred from 
one to another in a family or neighborhood and you 
will have a scarlet fever desquamation following in 
many instances. The question is, just when is fever 
not scarlet fever. We have had five such cases re- 
ported in the last three months. One such case was 
in the hospital in the delivery room. There were three 
more that followed inside of four days before we 
were able to get hold of things and clean them up in 
that hospital. The patients had private rooms and 
private nurses and men whom I considered to be 
good doctors saw those patients daily and sometimes 
twice a day. There never was a rash on this one pa- 
tient who was first ill following delivery, although 
she had a very serious sore throat and a very high 
fever — 104° to 105°. Three weeks afterwards she 
apparently was well and was put on general floor 
care on another floor of the hospital. Understand, 
there never had been any question in the minds of 
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the men taking care of her that she had scarlet fever 
or anything similar to a rash. However, five days 
after she had been put on floor duty, the three 
nurses who were taking care of her had typical cases 
of scarlet fever. (Incidentally, two of these nurses 
had had negative Dick tests.) 

Some say that the true time for contagion is during 
the acute stage. This happened after or during des- 
quamation. Those things are happening, and I be- 
lieve Dr. Gunderson has a letter at the present time 
from Dr. Levinson on just this question. What 
should we do? 

I believe that if we men in this health work are 
going to control scarlet fever, it is important that we 
have true isolation, cultures of the throat, and obser- 
vation of the patient until we can be sure that strep- 
tococcus sore throat, or that strain of streptococcus, 
is not the kind that is going to create scarlet fever, 
either in that patient or those with whom he comes in 
contact. It may not show in one culture, but when it 
is transferred you may get it. If that is true, and if 
we are going to control these cases, then I think there 
is some sense to a more stringent isolation and ob- 
servation of that type of patient. 

Dr. Sandor Horwitz, Peoria: Earliest quarantine 
known to civilized man are those recorded in the 
Old Testament. Chapters thirteen, fourteen and fifteen 
in Leviticus, the third Book of Moses, gives an inter- 
esting and detailed account of how quarantine should 
be regulated and enforced. The quarantine rules and 
regulations described in those chapters compare fav- 
orably well with those of the present day. The priests, 
who were known to be well informed in the art of 
healing of those days, were designated as Health In- 
spectors. It was their duty to see that the people 
under quarantine strictly adhere to those rules and 
regulations. Leprosy, as mentioned in the Bible, is 
really a generic term of various kinds of eruptive 
diseases and it is not in the sense that we understand 
leprosy today. A quarantine was never lifted until the 
priest, in his capacity as Health Inspector, was satis- 
fied that all evidence of the lesion had disappeared. 

Miriam, the sister of Moses, was isolated on account 
of an eruptive disease which is mentioned in the Bible 
as leprosy, and the children of Israel were unable to 
continue on their journey for fourteen days while 
Miriam was in isolation. 

Dr. Archibald Hoyne, Chicago. Conclusion: It is 
not hard to understand the opposing points of view 
that are taken in some of these matters. Of course 
Dr. Tucker, for example, comes from a law abiding 
community. In a city the size of Chicago it is more 
difficult to enforce quarantine regulations. 

Theoretically it would be ideal to terminate scarlet 
fever quarantine by cultural procedures. Some years 
ago such a plan was tried at Municipal Contagious 
Disease Hospital. Practically the undertaking was not 
1 success from the hospital viewpoint. Within a short 
time a large proportion of the hospital beds were 
occupied by scarlet fever carriers. These patients 
though apparently well could not be released until 
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negative cultures for hemolytic streptococci were ob- 
tained from the nose and throat. In the meanwhile 
there was an insufficient number of beds for the 
admission of acutely ill patients, who required hospital 
care. This is a further illustration of the perplexing 
problems which are presented when any serious effort 
to control scarlet fever is conteniplated. 

The question concerning the nurse with the negative 
Dick test contracting scarlet fever brings us back to 
the problem “What is scarlet fever?” Sometimes, it 
seems perhaps we do not know. Student nurses at 
Municipal Contagious Disease Hospital are required 
to have negative Dick tests before going on duty. 
Some years we have had as high as 19% of these 
student nurses acquire streptococcic sore throats while 
taking care of scarlet fever patients. A number of 
such students developed cervical adenitis, a few had 
otitis media and on one or two occasions mastoiditis 
developed. But none of these nurses was diagnosed 
as scarlet fever because none had a rash. It is un- 
thinkable that everyone with hemolytic streptococci in 
the throat or nose can be isolated. Nevertheless it is 
chiefly scarlet fever carriers who are responsible for 
the spread of the disease. 





USE OF SECONAL (Sodium propyl-methyl- 
carbinyl allyl barbiturate) IN PEDIATRIC 
PROCEDURES 
LAWRENCE Brestow, M.D. 

AND 
H. G. Poncner, M.D. 

CHICAGO 


There has long been a need in medical prac- 
tice for some method by which painful pro- 
cedures could be facilitated in young children 
without the psychic trauma which so frequently 
accompanies even routine examinations in pedi- 
atric practice. Furthermore, there are certain 
children upon whom nonpainful procedures such 
as examination of the ears, nose, or throat, or 
palpation of the abdomen for masses and organs, 
cannot be carried out due to the fear which the 
child has acquired through previous contact with 
physicians. 

The remedy for this dilemma is, obviously, 
the use of some analgesic or anesthetic drug. 
Local anesthesia is unsatisfactory since the 
child’s cooperation, which is necessary for its 
use, can seldom be obtained. General anesthesia 
has many disadvantages, which are apparent to 
any physician who has employed it in the home 
or office. Many other drugs have been tried 
and the barbiturates, in one form or another, 


From the Department of Pediatrics University of Illinois 
College of Medicine and the Research and Educational Hos- 
pitals, Chicago. 
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have found favor with most physicians. Among 
these barbiturates, seconal (Sodium propyl- 
methyl-carbinyl allyl barbiturate) administered 
rectally has been found to be satisfactory. 

Lyman’ reports excellent results with the use 
of seconal in otolaryngological procedures. He 
has used the drug in conjunction with local or 
general anesthesia in doses varying from 0.75 
gr. to 3 gr. (rectally) in children and has found 
it superior to other barbiturates\for this pur- 
pose. Kempf? has used the drug extensively 
with excellent results. Walker, Peters and Hie- 
bert? report the successful use of 1.5 and 3.0 
grain doses, orally, for minor surgical procedures 
in children. 

Seconal, administered rectally, has several 
advantages over most barbiturates. The period 
intervening between its administration and its 
effect is somewhat shorter than for similar com- 
pounds*®. Furthermore, although the duration 
of its action is generally shorter than for other 
barbiturates, recovery from its effect: takes place 
more quickly than with comparable drugs**®’, 
It comes closer to the true anesthetic level than 
other analgesics, except those given intravenous- 
ly, and has a greater therapeutic index (2.25) 
as calculated by oral administration in dogs, 
than the four common soluble barbiturates, — 
sodium amytal (1.78), sodium pentobarbital 
(1.70), sodium phenobarbital (1.67), and sodi- 
um barbital (1.70)*, and therefore is safer to use 
in larger doses. It differs from barbital and 
phenobarbital in being detoxified and oxidized 
within the body rather than excreted in the 
urine’, 

No dangerous side effects have been noted 
with Seconal per rectum although there is a 
consistent fall in the systolic and diastolic blood 
pressure of from ten to twenty millimeters of 
mercury. ‘There is also a slight rise in the pulse 
rate. We have failed to observe the decrease in 
rate of respiration reported by Kempf?. Seconal 
has been used in patients manifesting pathology 
of the central nervous system, cardiovascular 
system, and genitourinary system without un- 
toward effect and is apparently safe to use in 
moderate quantities on any child. 

When the drug is to be used for relatively 
honpainful procedures, such as examination of 
an unruly child, the dose advised is 1/20 grain 
(0.003 grams) per pound body weight. The 
child usually is asleep within thirty to forty-five 


minutes and awake at the end of one to two 
hours. For painful procedures, such as para- 
centesis, phlebotomies, spinal punctures, etc., 
twice the amount is used, 1/10 grain (0.006 
grams) per pound body weight. With the latter 
dose the maximum degree of analgesia is ob- 
tained in 30 to 60 minutes but the action of the 
drug may persist for several hours. It is not 
advisable to use more than six grains (0.36 
grams), rectally, in children. 


The rectal administration of the drug is pre- 
ferred because of the relatively short period of 
time required to reach the sub-anesthetic level. 
The drug is removed from the capsule, dissolved 
in 5 cc. of water and injected with a rectal 
catheter. About 2 to 3 cc. of water is run 
through the system to be certain that the patient 
gets the full dose. The buttocks are then taped 
together to prevent the expulsion of the drug. 
We have not made a practice of giving an enema 
before administering the drug since such a pro- 
cedure would reduce its value in the office or 
the home. Occasional failures with the use of 
Seconal, however, may be due to the presence of 
a large quantity of stool in the rectum. Re- 
cently, rectal suppositories of Seconal have been 
placed on the market and have been tried in a 
few cases. It has been found that larger doses 
of the drug are necesary, if used in this form, 
and that the interval between the administration 
of the drug and its effect is greatly increased. 

We have not encountered any condition which 
would contraindicate the use of Seconal per 
rectum. However, due to the fact that the drug 
is oxidized within the body, its use in patients in 
whom the process of oxidation has been reduced 
may result in a prolongation of the period of 
analgesia. It is therefore advisable to reduce the 
dosage of the drug in patients with marked 
anemia, methemoglobinemia, pneumonia, etc. 

Our experiences with the rectal administra- 
tion of seconal have been gratifying, especially 
when used in procedures where pain is not a 
dominating symptom: — x-ray examinations, 
examinations of the ears, nose and throat, ex- 
amination of the abdomen, hypodermic and in- 
travenous injections, spinal punctures, sternal 
punctures, rectal examinations, ete. It must be 
remembered, however, that the level of true 
anesthesia is not produced by the dosage of 
Seconal recommended above; therefore, if minor 
surgical procedures, such as incision and drain- 
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age of an abscess, encephalographic studies, sur- 
gical biopsies, etc., are to be carried out with 
rectal Seconal alone the results will be disap- 
pointing. The use of local anesthesia as an 


adjuvant to the seconal is therefore advised. 
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SURGICAL MANAGEMENT OF 
URETERAL STONE 


Epwarp Witi1am Wuarre, M.D. 
CHICAGO 
Seldom do we witness an acute medical or 
surgical entity as intriguing in its symptoma- 
tology or as momentous in its consequence as is 
the problem of ureteral calculus; rightly could 
it be classified as the enigma of medical miseries. 


Long have we known and willingly accepted the 


maze of interesting uncertainties attending the 
correct rationale of stone management, however, 


the social and economic phase is also important 
in many cases and must be intelligently consid- 
ered. Patients of the laboring classes with non- 
progressive ureteral stone must of necessity be 
treated surgically to expedite matters so that 
they may hurriedly return to gainful occupa- 
tions. Whereas, others in higher brackets in 
sedentary pursuits, time is not such an all im- 
portant factor and watchful waiting with certain 
reservations is advisable. We feel that any de- 
cision on surgical intervention requires a wealth 
of matured judgement and experience, and a 
thorough knowledge and extent of the menace 
to the renal integrity. 

We fee) that it is generally known that in 
most cases the symptoms characteristic of ure- 
teral stone are quite obvious, nevertheless, this 
syndrone is not always dependable as all have 
been frequently mislead on its correct interpre- 
tation. Ureteral stone behavior may and fre- 


quently does mimic a wide variety of visceral 


end skeletal lesions, and a trustworthy diagno- 


Presented before the Chicago Urological Society, May 1941. 
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sis is only made through the medium of ure- 
terography, cystoscopy and opaque catheters. 
Many cases of impacted ureteral stones are 
uncovered during the course of a general exam- 
ination, totally devoid of symptoms, yet for the 
future well-being of the patient and to preserve 
the renal structure these calculi should be re- 
moved. In these instances the infection is not 
stationary, the kidney function is progressively 
impaired, the opposite side is undergoing com- 
pensatory inflamatory changes, it becomes a sur- 
gical or manipulative necessity. It is not diffi- 
cult to understand the reasons in these cases for 
one being lulled into a false sense of security; 
procrastination and hopeful expectancy we con- 
sider a short sided policy. Remove the calculus 
unless there are contraindications, and other 
vague symptomatology will finally be eliminated. 


The removal of the calculus by whatever 
means, does not relieve us of responsibility, as 
we feel that our greatest mission is the under- 
standing and prevention of recurrence. 

We are all conversant with the fact that a 
most plausable advance in the prevention of re- 
currence is our recognition of the fact that the 
presence of a calculus is but an outward ex- 
pression which calls one’s attention to an under- 
lying pathologic entity due to various metabolic 
alterations. Our knowledge of the causative 
factors productive of urolithiasis, such as, vit- 
amin deficiencies, plagues on the renal papillae, 
stasis and infection, altered metabolism, hyper- 
parathyroidism and hypercalcemia, have been of 
small assistance in the prevention of stone re- 
currence. We could cite any number of cases of 
small millet seed renal stones, both unilateral 
and bilateral constantly being formed in the kid- 
ney, in which ureteral calculi are continually 
being removed with but small difficulty, due to 


repetition, however, the underlying cause is as 
vet far from clarification. 'The foregoing cita- 


tion is not unlike many other medical problems, 
in which the predisposing causes and pathogenes 
are vaguely understood, although the therapy is 


generally satisfactory, for example, peptic ulcer. 


CITE OF STONE FORMATION 
From clinical investigations of urolithiasis 


and most note-worthy the excellent studies of 


Randall, it appears that ureteral stones are pri- 
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marily originated in the renal papillae, calices, 
and renal pelvis; whether calculi develop pri- 
marily in the ureter or not, appears purely aca- 
demie and of small consequence. It seems dif- 
ficult to understand these ureteral formations in 
the light of ureteral parastalsis and downward 
flow of urinary stream, although they are re- 
ported in the literature. 


We have frequently seen cases of stones of 
small diameter produce enormous dilatation of 
the ureter, equaling the size of the small intes- 
tine, with extensive periureteral inflamation and 
thickening; the ureter partially or completely 
blocked with hydronephrosis resulting. If ex- 
tensive infection does not exist, stone removal is 
sufficient, and nephrectomy and nephrotomy 
hecomes a secondary consideration as the kidney 


generally returns to normal limits. Paradoxi- 


cal as it may seem we operated a case recently 
in which a stone of large dimensions practically 
occluded the ureteral lumen and yet the upper 
ureteral spindle and renal pelvis presented but 
minor dilatations. We find it difficult to eval- 
uate these cases of large stones impinged at the 


iliac crest minus ureteral or renal morbidity. 


It is quite reasonable to assume that in all 
probability in these instances the stone may 


have originated at a normal ureteral constriction 
or possibly descended from the kidney during a 


period of neuro-muscular imbalance which was 


productive of acute ureteral dilatation. 


URETERAL LITHIASIS AND URETERAL 
STRICTURE 


Any speculative hypothesis on lithiasis, be 1t 
renal or ureteral, instantly becomes debatable, 
based on personal opinion and experience. We 
have been impressed with the infrequency of 
fibrotic changes in the ureter during the impac- 
lion or passage of calculi down its lumen. The 
situation is entirely incompatible with similar 
medical phenomena and especially the hyperemia 
and inflammation which invaribly results from 
trauma. It is possibly true that in certain in- 
stances strictures do result from or are an as- 
sociate of ureteral calculus, otherwise why do 
symptoms occasionally persist after stone re- 
moval. That stricture resulting from migra- 
tory or impacted stones is the exception rather 
than the rule is frequently borne out by ureteral 
investigations following stone transit or by post 


calculus ureterogram. 
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Urologists who are in a position to manage 
a large series of calculus disease have been im- 
pressed with the relative infrequency of gross 
pathologic ureteral changes, seen in inaccessible 
stones lying in the parietal pelvic ureter. Cases 
have been reported and doubtless many have 
witnessed patients with neglected calculi which 
have produced ureteral atony, peri ureteritis and 
rupture, a typical ureteral emphyema, the stone 
is delivered from a pocket of pus, the part 
drained and unbelievable as its appears restora- 
tion is not uncommon; sinuses close kindly and 
readily and fistulas do not seem to persist. 

It appears advisable in the foregoing recital 
to err on the side of safety, remove the stone 
and the establishment of drainage will often 
suffice, depending entirely on the degree of op- 


posite renal capacity, and renal reserve on the 


operated side. A nephrectomy or nephrotomy 
drainage can be later instituted if the condition 


warrants. 
SURGICAL MANAGEMENT 
The management of ureteral calculi, whether 


medical, manipulative or surgical presents one 
of the most interesting chapters of urological 
therapy. Success depends entirely on experi- 
ence, surgical and anatomical knowledge, and 
strict adherence to proven surgical principles. 
A clear comprehensive understanding of ure- 
teral physiology and ureteral behavior in other 
pathologic states lends valuable aid in arriving 
at the correct course to adopt in some of the 


uncertainties of stone management. Granted 


that many abdominal and pelvic calculi are suc- 
cessfully attacked with limited anatomical 
knowledge, nevertheless this action is based on 
a false preface and investigation ceases to be- 
come a virtue. 

For descriptive purposes and to assist us in the 
various surgical approaches, we have found it 
convenient to divide the ureter into abdominal 
and pelvic segments, the former being subdivided 
into the lumbar ureter 8 cm. in length, and 
the iliac ureter also 8 cm. long. The pelvic 
ureter is approximately 15 cm. long and is sub- 
divided into the parietal and Juxtovesicle ureter 
and intravesical. In order to expediate matters 
and that our surgical attack will be of more 
assurance, it appears necessary to become famil- 
iar with certain anatomical objectives. The 


ureter which is approximately 31 cm in Iength 


. 
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lies retro peritoneally, is intimately attached 
to the parietal peritoneum; it is not dissociated 
when the peritoneum is stripped forward. As 
the ureter enters the pelvis it is crossed by the 
root of the mesentery and the terminal ilium, it 
lies behind the descending and transverse parts 
of the duodenum in its proximal portion. The 
spermatic, right colic and iliocolic vessels cross 
the anterior surface of the ureter and separate it 
from the peritoneum. Because of their vascular 
relation the extraperitoneal lumbo-inguinal ap- 
proach to the ureter is preferable to the trans- 
peritoneal. On the left side the ureter lies deep 
to the peritoneum, covering the left infracolic 
space. As it enters the pelvis it is covered by 
the pelvic mesocolon. ‘The spermatic, left colic 
and sigmoid vessels covers its anterior surface. 
The ureter in its pelvic segment is also closely 
related to the peritoneum, crosses the pelvic brim 
in front of or a little lateral to the common iliac 
bifureation, it descends abruptly between the 
peritoneum and the hypogastric artery which 
separates it from the posterior wall of the pelvis 
and the great pelvic nerve trunks. It is well 
to remember that the superior vesicle artery lies 
directly above as the ureter approaches the 
bladder. 

The vas deferens, the ureter and seminal 
vesicles produce a close anatomical proximity at 
the base of the bladder, and the vas is an un- 
failing guide as it appears at the internal ab- 
dominal ring. 

Stones located in the iliac, pelvic ureter, juxto 
vesicle ureter are often very confusing and dif- 
ficult of delivery, hence it becomes imperative 
that we are clearly acquainted with anatomical 
landmarks. They are particularly indispensable 
in this area. Preoperative ureteral catheteriza- 
tion in impacted pelvic stones cannot always be 
depended upon for ureteral identification, as 
catheterization is generally impossible in these 
instances. 


FACTORS DETERMINING OPERABILITY 


Being fully aware that the degree of renal 
damage in conjunction with ureteral calculus is 
often an uncertain factor, it becomes necessary 
that the calculus should be removed with dis- 
patch and with a minimum of destruction to the 
renal parenchyma. The happy solution natural- 
ly would be a spontaneous passage which occurs 
in a majority of cases of 0.5 cm sized stone. We 
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are unalterably opposed to frequent attempts at 
instrumental delivery in the presence of renal 
infection, regardless of the many and ingenious 
improvements available for one’s selection. The 
ultimate choice will depend solely on judgment 
and past experiences. Infection and back pres- 
sure interpreted correctly generally signifies 
more radical measures in order to preserve renal 
function. 

Our choice between surgical and manipulative 
measures depends on certain factors as 1. Size 
and location of the calculus. 2. Frequency of 
pain and colic. 3. Age and general health. 
4. Has the stone made any progress within rea- 
sonable limits of time. 5. Degree of renal as- 
sault. 6. Social and economic position. 

The size and location of the caleuli as shown 
Roentgenologically presents an important factor 
in determining the choice of procedure. It is 
important to remember that a stone held at the 
ureteropelvic junction or upper one half of 
ureter is simple of extraction by muscle splitting 
extraperitoneal operation, hence we feel it best 
to remove them surgically, in certain cases where 
progress is not satisfactory. Further descent 
has often produced great suffering and not the 
least important is the fact that it may become 
impacted in an area less favorable and present 
greater technical difficulties. 

In our opinion the small sharp speculated 
stone caught in the lumbar ureter is generally 
more satisfactorily removed surgically, as fre- 
quent energetic intraureteral manipulations 
permanently damages the ureter and not un- 
commonly the calculus is forced back into the 
renal pelvis and a return of ureteral spasm and 
colic ensues. 


COLIC 


Colic is not always a dependable symptom 
in stone management. We have seen many cases 
in which the ureter was completely or partially 
occluded, yet ureteral and renal pain had en- 
tirely ceased. Delay is justifiable when colicy 
pains are brief and some progress is noted. How- 
ever, such delay entails much responsibility and 
intelligent watchfulness. 


CONDITIONS DEMANDING IMMEDIATE 
SURGERY 


Cases demanding emergency surgical relief 
are far less frequently seen than formerly. 1. 
The absolute emergencies are in those few cases 
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in which life is in jeopardy or renal tissue is 
obviously failing. 2. Cases of renal agenesis 
with an impacted stone in the remaining ureter 
and threatened uremia. These cases must be 
given immediate relief through the medium of 
open surgery; to temporize with intraureteral 
attempts is often fatal. 3. 'The cases which have 
been unskillfully handled through crude manip- 
ulation which produce extensive ureteral dam- 
age, with extravasation, septicemia and reflex 
anuria. 4. In those few cases of bilateral par- 
tially impacted ureteral calculi in which ureteral 
catheterization is impossible for the purpose of 
assuring drainage, and renal destruction is em- 
minent. The foregoing does not cover all sur- 
gical emergencies, however, all are significant 
and should be properly recognized. A conclu- 
sive evaluation in these instances seems quite 
difficult. 

A group of interesting cases in which surgery 
is not immediately emminent, although ultimate, 
are those in which due to renal impairment, re- 
lief is obtained surgically. It has been demon- 
strated by Hinman that after four weeks of com- 
plete ocelusion, in the absence of infection the 
kidney will terminate its excretory function, if 
the obstruction is removed and if the other kid- 
ney has a dependable capacity, partial restora- 
tio of function will follow, although slow de- 
terioration and disintegration results. It has 
been frequently noted, that should both kidneys 
be extensively damaged by bilateral ureteral 
calculi, removal of the calculus will generally be 
followed by restoration of function on that side. 


Pyeonephrosis plus ureteral stone is the most 
destructive lesion to the kidney, and patients in 
this group are desperate operative risks. In 
these instances a nephrectomy or trans renal 
drainage as a preliminary is sound surgical judg- 
ment, preserves life, establishes drainage and 
eliminates infection. ‘The ureteral calculus is 
better undisturbed as ureteral empyema rarely 
occurs, (approximately 2 percent) and as we 
have noted in many cases, symptoms certainly 
do not reappear. If you must attack the stone, 
that can be accomplished when health is re- 
established. 


In cases of advanced hydronephrosis secondary 
to ureteral stone and dilatation, the renal status 
will determine our choice of procedure. Nephro- 
weterectomy is first considered, as otherwise 
a functionless infected atrophic sack remains. 
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Should the kidney also harbor calculi, plus con- 
siderable renal reserve, attempt the ureteral cal- 
culus first, and thereby obtain drainage. The 
renal phase can be operated later if the condi- 
tion warrants. In other words have in mind the 
preservation of renal tissue always. In cases of 
small renal stone complicating ureteral calculus, 
a pyelo-lithotomy may safely be performed in 
conjunction with a ureterotomy in certain in- 
stances. However, we feel in all cases of doubt, 
especially in dealing with multiple calculi and 
renal insufficiency, prolonged complicated sur- 
gical pyocedures are to be condemned, as con- 
valescence is prolonged and costly. Nephrectomy 
and nephrotomy in ureteral stone surgery main- 
tains a real, critical and substantial office. As 
has been stressed so frequently in this treatise, 
successful surgical care of ureteral calculi de- 
pends greatly on renal assurance and a firm 
belief that nephrectomy is a life saving measure. 
While nephrectomy for ureteral stone is not un- 
common it is well to remember that a ureterec- 
tomy may become a necessity later, hence divide 
the ureter as near the pelvic brim as possible, 
in order to ease and to simplify matters later. 
In so doing a small secondary incision is suf- 
ficient and infinitely less shock is associated. 
Calculi in those cases which require nephrectomy 
are usually impacted in the parietal or juxto 
vesicle ureter and are associated not infrequently 
with marked ureteral and renal dilatation ren- 
dering extraction a simple matter. We divide 
the vascular pedicle first which renders better 
visibility of the infected renal pelvis and ureter, 
and sterilization is simpler of accomplishment. 


We feel that the ureteral stone problem pre- 
sents such far reaching factors that each case is 
certainly a distinct entity. Our decision as to 
the correct method of pursue depends on an 
exacting and critical evaluation of the physical 
status of the patient, his definite renal values 
and the degree of his emergency. 


SURGERY 


When we approach the surgical aspect of renal 
relief, necessitated by the presence of ureteral 
stone, our first consideration must be the extent 
of kidney damage. This knowledge will give us 
the key to the situation, and hence avoid unnec- 
essary surgery. Secondly, the size and location 
of the calculus will disclose our operative plan. 
The correct stone position prior to surgery is 
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imperative and in all instances confirmative 
x-ray films must be taken immediately before 
any surgical attempts. We have seen many cases 
of small ureteral calculi become exceedingly il- 
lusive regardless of the most conservative and 
thorough preoperative investigation. The large 
1 to a em. calculi present no uncertainties in 
surgical management. However, on the othe 
hand the small movable calculus not fixed in 
position, may after an extended period of search 
become rather disconcerting and deflating. 

The subject of surgical approach is adaptly 
discussed under the following, and depending 
solely on calculus location. 

1. Operation for stones at the uretero pelvic 
junction and upper one third of lumbar or ab- 
dominal ureter. 

2. Calculi held in the middle two third of the 
ureter and including those above the pelvic brim. 

3. Operation for stone in pelvic segment of 
ureter. 

4. Operation to reveal the parietal ureter and 
stones impinged in the juxto vesicle or intra- 
mural ureter. 


IMPORTANT SURGICAL CONSIDERATION 


When one undertakes the responsibility of 
ureteral stone surgery it is well to remember 
that incisions should be sufficiently large to en- 
able a full and unrestricted view of the ureter 
and adjacant structures. The ureter must be 
thoroughly freed so that it may be well manip- 
ulated. Stones firmly fixed in the natural phy- 
siologic constrictions or ureteral spindles are 
better removed by forceps or scoups through an 
incision in the uréter above the stone, rather 
than directly over it, as incisions in these natural 
areas of narrowing often add to future difficul- 
ties. When stones have been removed one must 
not forget to investigate the entire course of the 
ureter through the medium of a ureteral cath- 
eter. In those cases of stone complicated by 
fibrous strictures plus pelvic and ureteral dilata- 
tion and with sufficient renal reserve for as- 
surance, the ureter is drained by a 10 cc syringe, 
the stone removed at the stricturous area and 
the longitudinal incision is closed transversally. 
We have found it of distinct advantage to splint 
these ureteral plastics whenever possible, either 
preoperatively or postoperatively. The ureteral 
catheter prevents leakage and assists renal drain- 
age. Ureteral incisions are usually closed by an 
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occasionally interrupted 00 cat gut suture and 
drained for 8 to 10 days. It has been noted 
that ureteral leakage generally appears about 
the 10th day. Contrary to the foregoing we 
feel that the ureter will close kindly in most 
instances whether sutured or not; in either case 
drainage is necessary. Occasionally marked 
edema of the mucosa follows ureteral incisions 
and in order to prevent evagination of the lips 
suturing is advisable. 


TECHNIQUE OF SURGICAL APPROACH 


We shall not discuss the technique of surgical 
removal of stone at the uretero-pelvic junction or 
upper one third. Their removal present no con- 
troversial problems, suffice to say, the well known 
posterior lateral renal incision is generally used 
and quite satisfactory in all cases. If you are 
dealing with an unusually short renal pedicle do 
not attempt to suture, adequate drainage will 
suffice after a thorough exploration of the kid- 
ney. 

Stones lodged in the middle two-thirds of the 
ureter are approached by a left or right straight 
rectus incision, the so-called Gibson incision or 
a slightly altered McBurney, depending some- 
what on whether the stone is in the middle or 
lower third of the ureter. The incision. may be 
satisfactory placed at any point on the abdom- 
inal wall below the umbilicus and over the sus- 
pected obstruction. 


The skin incision is made in a line paralleling 
the fibers of the external umbilicus. It starts at 
the border of the rectus extends upwards and 
outwards for 10 to 12 cm. The external oblique 
is split in the directions of its fibers and re- 
tracted. The common tendon of the internal 
oblique and transversalis is opened as they join 
the anterior sheath of the rectus. Care must be 
taken at this time not to injure the peritoneum 
as it is rather closely adherent to the trans- 
versalis fascia. Complete hemostais is impor- 
tant, and the proper adjustment of retractors. 
The peritoneum is lifted back and the ureter 
will be found adherent to its posterior sheath. 
Under ordinary circumstances the ureter is of 
easy identification when one remembers that it 
clings to the peritoneum and not to the psoas 
muscle. 


LOWER URETER 


The surgical approach for stone in the middle 
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and lower ureter differs only in extent. The skin 
incision starts at approximately the level of the 
anterior superior spine and is carried downward 
and inward to the midpoint of the symphysis. 
The fascia of the external oblique and anterior 
fascia of the rectus are cleanly prepared and 
full excised beyond the limits of the upper angle 
of the wound. Fascial planes and aponeurosis 
are always barriers to good exposure hence must 
be freely incised. Muscle layers are split in the 
direction of their fibers and sufficiently retracted 
for free exposure. ‘The transversalis fascia is 
nicked and incised on a grooved director as you 
remember the peritoneum is rather closely ad- 
herent in this area. The peritoneum and ab- 
dominal contents are carefully lifted upward 
and inward and the ureter which is not uncom- 
monly loosely attached is easily brought into the 
field. 

The ureter in its lower middle segment ap- 
proaches the great vessels at the point of bifurca- 
tion. The spermatic or ovarian vessels, as form- 
erly cited, must be noted as they generally lie 
immediately external to the ureter at its middle, 
below they diverge and pass downward on the 
posterior surface of the peritoneum. 

In our experience the foregoing technical 
description gives ample exposure of the ureter in 
its entire extent and including the juxto vesicle 
segment. Stones held in the deep pelvic ureter 
in most instances can be milked upward be- 
tween thumb and finger to a more accessible 
position for ureteral incision. When this is not 
possible the ureter is incised at the pelvic brim 
or higher and instrumental delivery is usually 
successful. 

In cases of firmly impacted calculi, generally 
speculated, located at the uretero vesicle junc- 
tion, we have found it expedient and not partic- 
ularly difficult, to approach them through a mid 
line suprapubic incision. The bladder is pulled 
forward and denuded of its peritoneal covering 
and approximately two inches of the ureter is 
Visible for any surgical intervention. 

Caleuli impacted in the intramural ureter, 
which have resisted instrumental attempts of 
delivery are easily removed by a cystotomy. 


In conclusion and summary we feel that the 
entire subject of ureteral lithiasis presents. mo- 
Mentous potentialities, often vague in exact in- 
terpretation and analysis. No attempt has hereby 
been made to cover the many formidable prob- 
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lems attending manipulative or surgical manage- 
ment, as what you do, or do not do, depends 
largely on adaptability, judgment and personal 
decision on the problems presented in a given 
case. 

55 East Washington Street. 
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THE EARLY DIAGNOSIS OF MALIGNANT 
TUMORS OF THE FEMALE 
GENITAL TRACT 
Frank R. Smitu, M.D., F.A.C.S. 

NEW YORK CITY 

In the past twenty years the signs and symp- 
toms of malignant tumors of the female genital 
organs have not changed. During these years 
the somewhat better end results, due to improved 
methods of therapy, have not obliterated the 
stigma of the relatively stationary proportion of 
patients in the early stages of the disease that 
reach hospitals where they can receive adequate 
therapy. For example, consider Table I in 
which the number of patients, according to the 
stage of the disease when first seen, is expressed 
in percentages of the total number of patients 
suffering with carcinoma of the cervix seen at 
Memorial Hospital during the indicated years. 





TABLE I 
COMPARISON OF PROPORTIONS OF PATIENTS 
WITH EARLY AND BORDERLINE STAGES OF 
CARCINOMA OF CERVIX IN PERCENTAGES OF 
THE TOTAL CERVIX PATIENTS FOR THE 
YEARS INDICATED. 
YEAR 1922-1924 1939-1940 
* 
EARLY 15.0% 
BORDERLINE 21.0% 
TOTAL CASES K 254 


* Healy! 





“Early” means that the disease was limited to 
the cervix (not necessarily League of Nations 
means extension of 


> 


Group I) and “Borderline’ 
the disease to the paracervical tissues but with- 
out detectible infiltration of the parametrium. 
In the enthusiasm of spreading optimism for 
publicity campaigns for lav public consumption, 
one is tempted to point out an improvement of 
one-fifth, or twenty per cent. in the proportion 
of early cases when 1940 is compared to 1920. 
However, the bitter fact remains that, of pa- 
tients presenting themselves at Memorial Hos- 
pital with cancer of the cervix, eighty-five per- 


From the Gynecological Service of Memorial Hospital. 

Read before the Joint Session of Sections on Medicine, 
Surgery, Radiology, Public Health and Hygiene, Pediatrics, 
Obstetrics and Gynecology of the illinois State Medical Society, 
May 22, 1941, Chicago. 
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cent still have the disease already extended be- 
yond the cervix at the time of their first visit, 
Similarly, only twenty-two percent? of patients 
with cancer of the corpus have a normal size 
uterus, and of the patients with cancer of the 
vulva, sixty-one percent have palpable inguinal 
glands when first seen. Since successful results 
diminish rapidly with the progression of the 
disease beyond the early stage when therapy is 
first started, the failure to appreciably improve 
the proportion of patients in the early stage is 
the obvious bottleneck in the production of a 
defense armamentarium against malignant tum- 
ors. In spite of increased publicity for lay edu- 
cation, the delay is still largely due to failure of 
patients to recognize symptoms, or to their 
reluctance to consult physicians, until the disease 
is well advanced. ‘Too often, however, the blame 
lies with the medical profession in our failure 
to make the diagnosis while the disease is stil! 
early enough to be successfully combated. The 
treatment of advanced cancer is still, with very 
few exceptions, only the palliative treatment of 
symptoms. 

For these reasons I offer no apologies for re- 
peating at this time factors in the early diag- 
nosis of malignant tumors of the genital organs, 
fully realizing that these can be found in any 
standard text book on gynecology. 

Carcinoma of the vulva, having the oldest age 
incidence of any cancer in females (60 years av 
Memorial Hospital) practically always occurs in 
the patient beyond menopausal age and is asso- 
ciated with the classical senile vulva of estro- 
genic deficiency. The leukoplakia and pruritis 
vulvae (with or without diabetes) practically al- 
ways precede the stage of fissures which fail to 
heal and become indurated. The papillary type 
give evidence of ulceration before the discomfort 
of bleeding and odor forces the patient to seek 
therapy. ‘The rare cases seen in women of the 
third decade are practically always superimposed 
upon skin lesions such as psoriasis or lympho- 
granuloma. It is the medical profession who 
must cease to keep the leukoplakic or kraurotic 
vulvae under so-called “observation,” and must 
prophylactically remove these leukoplakic areas, 
for here indeed an ounce of prevention is worth 
many pounds of cure. It is often impossible to 
tell whether the papillary lesions are benign oF 
malignant unless a biopsy is taken from the base 
of the tumor. 
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Photograph 1 
3enign Papilloma of Vulva. 


Case I*. Photograph I shows a benign papilloma of 
the vulva treated by simple vulvectomy. Alive ten 
years later. 


Carcinoma of the cervix, appearing at any 
age in the childbearing period of life, is usually 
found in parous women. Unfortunately there are 
still no early symptoms of carcinoma of the cer- 
vix. The cardinal symptoms of watery discharge, 
bleeding on slight trauma, and pain are evidence 
respectively of necrosis of tissue with invasion 
of the lymphatics, erosion of blood vessels, and 
extension to pelvic nerve trunks, and all three 
bear evidence of the advanced stage of the dis- 
ease. There are, however, two signs that are 
fairly constant, — first, asymmetry of tissue 
consistency, and, second, fragility of tissue. 
Four types of carcinoma found clinically are: 

1. Asymmetrically indurated cervix, usually 
lacerated and ulcerated. 


*. Generally enlarged bulky cervix, usually 
(and eventually always) ulcerated. 

3. Papillary type with tendency, at first, to 
stow outward into the vaginal lumen rather 


& ; er 
Previous publication’ 
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Photograph 2 
Carcinoma of Vulva. 


Case 2.* Photograph 2 shows papillary carcinoma 
of the vulva reported from the biopsy of the super- 
ficial papillary structure as benign, but the biopsy 
taken from the base of the lesion showed carcinoma. 
This patient had a postoperative recurrence ten 
months after radical vulvectomy, and died two years 
later. 


than to infiltrate to surrounding tissue. 

4. Infiltrating type with normal appearing 
vaginal portion of the cervix. 

The first three types usually show some ulcera- 
tion. The third type, due to the fragility of its 
papillary structure, is the only type that bleeds 
before there is erosion of blood vessels. The 
fourth type, and unfortunately this group com- 
prises more than half of all the cases, usually 
has infiltrated beyond the boundaries of the cer- 
vix before any symptoms appear. A rectal, as 
well as vaginal examination, will often disclose 
the diagnosis as well as the stage of the disease 
and should never be omitted. Such diagnostic 
aides as the colposcope, the application of aque- 
ous iodine solutions, vaginal smears, and the 
sedimentation curve recently described by Feld- 
man‘, may all be helpful, but the final proof otf 
the diagnosis is only made by having an adequate 
tissue biopsy examined by a competent patholo- 
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gist. He can only rule on the tissue submitted 
and, if the clinical evidence disagrees or arouses 
suspicion, then the clinician should repeat the 
biopsy, — if necessary, amputate the cervix so 
serial sections can be examined. In the mad race 
of percentages, whereby one clinic tries to prove 
its method of therapy superior to those of other 
clinics, there is a tendency to include, statistical- 
ly, patients of disputed pathological diagnosis. 
By including chronically irritated cervices with 
changes in the basal layer cells or other pre- 
cancerous lesions in series of cancer patients, 
we may make our five-year percentages more 
nearly approximate the ideal one hundred per- 
cent cure rate, but by so doing we fool only our- 
selves, especially if in proven cases eighty-five 
percent of all these patients still present them- 
selves for treatment with extension of the dis- 
ease beyond the cervix. As the disease is usually 
found in parous women and since the ulcerations 
of the cervix which precede cancer often do not 
appear until many months after childbirth, we 
can hardly hope to discover early cancer if the 
obstetrical patient is discharged six weeks post- 
partum. My own obstetrical patients are fol- 
lowed two years after delivery, with examina- 
tions at frequent intervals. Routine gynecolog- 
ical examination, including visualization of the 
cervix with the prophylactic correction of dis- 
eased cervices and biopsies at the slightest prov- 
ocation, will do much to bring cancer of the 
cervix to proper therapy in the earlier stages of 
the disease. Inability or failure of doctors to 
recognize or to investigate suspicious lesions off- 
sets the possible value of routine examinations. 


Carcinoma of the corpus occurs usually in 
women at or beyond the menopause. The aver- 
age age at Memorial Hospital is 55 years. Healy 
and Brown® found that ninety percent had com- 
pleted the menopause, and in a series of one 
hundred consecutive cases of carcinoma of the 
corpus at Memorial Hospital only eighteen pa- 
tients were under fifty years of age and only 
four under forty years of age. While the car- 
dinal symptoms of bleeding, watery vaginal dis- 
charge, and pain are here also evidence of ad- 
vancement of the disease, they appear relatively 
earlier than in carcinoma of the cervix. For- 
tunately for the patient, carcinoma of the corpus 
tends to limit itself to the uterus for a relatively 
long period of time because the average dura- 
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tion of symptoms before treatment is still more 
than twelve months. The bleeding, usually post- 
menopausal or metrorrhagic, is most often neg- 
lected by the patient, but far too often by the 
physician as being merely “menopausal bleed- 
ing,” — whatever that is supposed to be! The 
slight watery discharge is ignored by otherwise 
fastidious patients unless the odor causes them 
to seek relief. Pain is indeed an advanced symp- 
tom and is usually associated with the so-called 
“frozen pelvis.” The uterus need not be en- 
larged ; in fact, if it is, the prognosis is poorer 
by forty percent according to Healy®. Any pa- 
tient having post-menopausal bleeding of any 
sort, or metrorrhagia at any time or age, de- 
serves competent microscopic examination of the 
endometrium. To avoid the obvious dangers of 
curettage, many diagnostic methods have been 
devised. The uterus, by its very structural na- 
ture, has presented obstacles to hysteroscopy ana 
hysterography not encountered in various other 
less rigid hollow viscera. Vaginal smears and 
suction biopsies are proving of increasing value 
when they are positive. However, the final diag- 
nosis is still made by the exploration of the 
uterine cavity and obtaining adequate tissue for 
microscopic examination. This procedure, in 
the opinion of the writer, is still most accurately 
performed with the curet. One must be pre- 
pared to face the disappointment of finding that 
many such curetted patients prove to have only 
the endocrine imbalance of menopause, benign 
polyp, or simple senile or atrophic metritis. In 
fact, only thirty-three percent of patients in- 
vestigated in this manner at Memorial Hospital 
proved to have carcinoma. Most patients can 
survive this disappointment. 


Carcinoma of the ovary occurs at any age from 
infancy to senility, the average age at Memorial 
is forty-five years. The symptoms most fre- 
quently encountered are enlargement or swelling 
of the abdomen, pressure symptoms with only 
occasionally actual pain, and menstrual irreg- 
ularities, obviously symptoms of the advanced 
stage. In 284 consecutive cases recently studied 
at Memorial Hospital, thirty-three percent first 
noticed swelling of the abdomen, thirty-five per- 
cent noticed pressure symptoms, with only a few 
complaining of pain. Only twenty percent gave 
irregularity of uterine bleeding as the first symp- 
tom. Menstrual irregularities so frequently 
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noted with the non-proliferating types of cystic 
tumors are rarely noted as the first symptom of 
malignant ovarian tumors. Four out of five 
patients complaining of menstrual irregularity 
had cessation of menstrual periods for at least 
one month before there was any increased bleed- 
ing or vaginal hemorrhage noted. Actual pain, 
except in tumors with acutely twisted pedicles, 
is seldom encountered, though pressure symp- 
toms may be the first symptoms noted. All 
ovarian tumors are to be suspected of malignant 
characteristics until disproved. Peritoneoscopy, 
even though growing in popularity, seems to the 


Photograph 3 


Carcinoma of Cervix 


Case 3. Photograph 3 shows early epidermoid 
carcinoma of the cervix. Microphotograph 3a is the 
biopsy of Case 3. 


Microphotograph 3a 
Carcinoma of Cervix. 


FRANK R. SMITH 221 


writer to have very limited possibilities, and it 
is my opinion that exploratory incision, with 
direct visualization, gives much more valuable 
information. In modern hospitals the ovarian 
tumor deserves a frozen section with actual diag- 
nosis at the operating table just as much as does 
a breast or any other tumor. Such a routine will 
do away with incomplete operations because of 
failure to determine grossly the malignant na- 
ture of the tissue. Any operation for carcinoma 
of the ovary which does not include complete 
removal of both tubes and ovaries and the en- 
tire uterus is incomplete. This is not an ex- 
aggeration when we realize that in 1940 as in 
1920 eighty percent of all ovarian carcinomas 


Photograph 4 
Papillary Cervicitis 


Case 4. Photograph 4 shows the papillary cervicitis 
resembling Case 3. Microphotograph 4a is the biopsy 
showing the benign but papillary nature of the lesion 
in Case 4. 

These cases are shown to illustrate the necessity of 
biopsies for accurate diagnosis; the vulva lesions 
show in addition, the necessity of taking the biopsy 
from the base of the lesion. 


Microphotograph 4a 
Papillary cervicitis. 
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admitted to Memorial Hospital still have merely 
had incomplete or only exploratory operations 
performed. 

CONCLUSIONS 


1, Results in the treatment of malignant tum- 
ors of the female genital tract will not be ap- 
preciably improved until we can increase the 
proportion of patients in the early stage that 
reach proper therapy. 

2. Routine examinations will increase this 
proportion only when performed by competent 
doctors who know what they are looking for. 

3. Such examinations often omit but should 
include: 

(a) Visual exposure of the cervix. 

(b) Rectal examination. 

(c) Biopsy at the slightest provocation to 
be examined by a competent patholo- 
gist. 

4, Education of the lay public as wel) as the 
doctor should prove a factor in earlier diagnosis. 

5. Extending the postpartum period of ob- 
servation by frequent examination to two years 
should increase the “early-stage” proportion of 
patients with carcinoma of the cervix, as wel) 
as disclose the ulceration that can be treated be- 
fore the lesion becomes malignant. 

6. Post menopausal bleeding or metrorrhagia 
at any age deserves microscopic examination of 
the endometrium. 

107 East 6%th Street 
New York City 
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A definite increase in the nwmber of old people dy- 
ing from tuberculosis has occurred during the past 
few years. In the year 1940 almost one-fourth of the 
tuberculosis deaths in the City of Peoria, Illinois were 
persons of 60 years or over. As is true the country 
over, in the age group of 15 — 34 more women died 
than men. The hazards of puberty in the girls and 
the strain and stress of childbearing are chiefly re- 
sponsible for this fact. The search for tuberculosis 
among young women offers a fertile field. M. Pollak, 
M.D., Ann’l rep. Peoria Mun, Tuber. Sanatorium, 
1940. 
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THE ROLE OF PERITONEOSCOPY 
IN ABDOMINAL SURGERY 
J. C. THomas Rogers, M. D. 
URBANA 
The exploratory laparotomy has long been 
fraught with disappointment in hopelessly in- 
operable or unoperable conditions. Diagnoses 
sufficiently accurate to prevent many of these 
occurrences is heartily weleomed by the surgeon. 
Endoscopy in its many phases has steadily in- 
creased the accuracy of diagnosis, thereby, reduc- 
ing to a minimum the unfortunate surprises at 
the operating table. The surgeon may now tum 
to the peritoneoscope for additional information 
in certain cases and eliminate, in part, much of 
the suffering and expense attendant upon the 
resultless laparotomy. 
The object of this discussion is to evaluate 


peritoneoscopy in the hands of the general ab- 
dominal surgeon. There are a few expert peri- 
toneoscopists whose experience and ability with 
the instrument, increases to a high level the 
breadth and accuracy of diagnosis of intra-ab- 
dominal conditions. I am not addressing these 
experienced operators, but the surgeon who 


wishes to reduce his number of fruitless lapar- 
otomies and increase his preoperative diagnostic 
accuracy by the employment of a simple proce- 
dure. 

Visualization of the contents of the abdomen 
through an instrument was first noted when 
Kelling,’ in 1901, demonstrated on a living dog. 
The abdomen was inflated and a Nitze cysto- 
scope introduced successfully. A monograph by 
Kelling appeared in the German literature in 
1910, dealing with examination of the intra- 
abdominal contents by instrumental visualization 
in man. Independently in the same year, 
Jacobaens of Stockholm published a paper on the 
same subject. In 1923, Kelling, before the Ger- 
man Surgical Society, again appeared in the 
literature in the interest of the method he first 
described twenty-two years previously. ‘There 
was no essential difference in the method then 
used from that-of today. 


For direct visualization of the contents of the 
upper abdomen, Bernheim® of Baltimore, in 
1911, used a small proctoscope. Then followed in 


From the Department of Surgery, Carle Hospital Clinic. 

Presented before the Section on Surgery, 101st Annual 
Meeting, Illinois State Medical Society, Chicago, Illinois, 
May 20-22, 1941. 
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rapid succession the work of Nordentaeft™ of 
(Copenhagen, T’edesko*® of Vienna, and Stolkind 
of Russia. In 1913, Meirelles® of South America, 
discussed his experience with laparoscopy. In 
that year and again in 1915, the Parisians, 
Renon’® and Rosenthal,*> concluded the method 
was best suited for inspection of the liver and 
peritoneum. An attempt to design a satisfactory 
instrument was made by Roccavilla,’* of Italy, in 
1914 and 1920. He placed the light outside the 
abdomen reflecting the beams into the cavity. 
Orendoff,* Chicago, 1920, recommended peri- 
toneoscopy as being most satisfactory in the 
diagnosis of hemoperitoneum, tuberculous peri- 
tonitis and extra uterine pregnancy. In 1924, 
papers by Zolhikofer?’ of Switzerland, Unver- 
richt?® of Germany, and Stone*® of Kansas, ap- 
peared in the literature. In the following year 
Nadeau and Kampmeir?® of Chicago, wrote in 


detail on technique. 


Peritoneoscopy up to 1934 was not entirely 
satisfactory because of inadequate instruments. 
The eystoscope had been used either in exact or 
modified form for the procedure. Ruddock, 
working with the American Cystoscope Com- 
pany, developed a versatile and fairly satisfactory 
instrument which is the one generally used today. 

The instrument consists of several parts, each 
adapted to its specific function. ‘The small blunt 
needle for the production of the preliminary 
pneumoperitoneum has a prominent flange at 
the outer end making for ease of manipulation. 
The larger and longer tubular sheath has a 
fibre tip. The snuggly fitting telescope passes 
through the sheath after removal of the dull 
bistoury-tipped obturator. This affords direct 
Vision with slight magnification. An ingenious 
biopsy telescope and an aspirating nozzle are two 
additional pieces of equipment which function 
through the sheath. A Rehfuss tube with an 
electric light on its tip, an inflation bulb and 
electric cord and batteries are included in the 
list of accessories. 

The technique of the examination is simple 
and not difficult if strick adherence to details is 
observed. Careful preoperative preparation in- 
sures more comfort to the patient and lessens the 
chance of untoward reactions. My practice has 
been to give sodium amytal gr. III about ten 
hours and sodium pentobarbital gr. 114 about 
one hour preoperatively. A hypodermic injection 
of 1/6 gr. of morphine sulphate is given thirty 
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minutes before the examination. An empty 
stomach and bowel is essential in the elimina- 
tion of wretching and vomiting. The abdomen 
is shaved and the skin prepared as for the usual 
laparotomy. Strict aseptic technique is followed 
throughout. Preparation and draping of the 
entire abdomen is advisable, that the wali may 
be transilluminated in any area. The patient is 
placed on an operating table which can be manip- 
ulated in all directions. The room should have 
shades for darkening. I have found it advanta- 
geous to reduce the lighting to a minimum dur- 
ing the preliminary preparation, in this way al- 
lowing the eyes to accommodate for greater dark- 
ness and better visability when using the peri- 
toneoscope. The site of puncture is chosen, de- 
pendent usually upon the area most important 
in the inspection and upon the most probable 
absence of adhesions postoperative or otherwise. 
I have found that satisfactory exploration of the 
entire abdomen is possible from a point about 2 
cms. to the right and below the umbilicus. Ad- 
hesions in this region would obviously require 
selection of an alternate area. Superficial and 
deep injection of the abdominal wall for a radius 
of 3 ems. from the point of puncture is requisite. 
An incision 114 cms. long is made through the 
anterior sheath of the rectus muscle. The usual 
type of abscess knife is particularly well adapted 


to this purpose. 


The inflation needle is then passed through 
the abdominal wall, there being a characteristic 
sense of sudden loss of resistance as the perito- 
neum is pierced. A simple test of entry is to 
rotate the outer extremity of the small trocar 
in a complete circle. If this can be done with- 
out appreciable resistance, the abdominal wall is 
acting as a fulerum and the distal end of the 
instrument must be well within the abdomen. 
The stylet is withdrawn and the inflation bulb 
attached. The abdomen is distended with the air 
at room temperature until the patient begins to 
be somewhat uncomfortable. The pulse, respira- 
tion and blood pressure is recorded frequently by 
an anesthetist. 


After withdrawing the inflating needle, the 
large sheath with its bistoury pointed obturator 
is passed through the tiny incision. Ruddock 
and others advise a rather quick firm thrust of 
the instrument for passage. It has been my prac- 
tice to exert firm steady pressure directed away 
from the bodies of the vertebrae, at the same 
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time rotating the instrument to and fro. The 
obturator is removed and the light carrier in- 
serted. More air is installed and the inspection 
of the abdomen begun. 


The most easily found landmark is usually 
the right lobe of the liver. The upper surface 
and anterior margin is best seen since the pneu- 
moperitoneum allows the liver to fall away from 
the diaphragm creating considerable space. The 
liver lends itself more consistently to accurate 
inspection than any other intra-abdominal organ. 
There is a wide variation in its color, size and 
texture. It may be of a light chocolate color or 
swollen and cyanotic with the margins smooth 
and rounded as in passive congestion. The typical 
leathery pebbling or the more extreme hobnailed 
appearance of cirrhosis is usually easily recog- 
nized. The somewhat umbilicated yellowish le- 
sions of unequal size so characteristic of meta- 
static carcinoma are rarely mistakable. There 
may be deep or superficial scars of old hepatitis 
or those from healed lues. The tip of the normal 
gallbladder is seen at the margin of the right 
liver lobe. There may be wide variations from 


its normal blue-green color and the presence of 


adhesions to its fundus is usually determinable. 


Information in jaundiced cases may be help- 
ful when an enlarged, tense gallbladder is vis- 
ualized. Carcinoma of the head of the pancreas 
may be the presumptive diagnosis and cholecyst- 
gastrostomy or duodenostomy considered. Should 
the gallbladder be shrunken and opaque and 
more or less submerged by adhesions, one may 
suspect the presence of choledocholithiasis. 


In most cases a fair portion of the anterior 
wall of the stomach can be seen. The pylorus and 
first part of the duodenum may be observed satis- 
factorily. Occasionally it is possible to examine 
as much as two-thirds of the stomach. Its size, 
color, mobility and peristaltic activity are ob- 
served. By means of an ingenious light on the 
end of a small tube, it is possible to inflate and 
transilluminate the stomach in an effort to de- 
termine operability in cases of carcinoma of the 
stomach. Ruddock gives considerable credence 
to this method but in my hands it has been en- 
tirely unreliable in the very limited number of 
attempts. The spleen is usually not seen if it be 
of normal size. With the patient in a high 
Fowler’s position with the left side elevated, I 
have occasionally been able to make out the 
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margin of the spleen high in the left upper 
abdomen. 


The patient is placed again in the horizontal 
position before continuing the examination along 
the left side. The table may be tipped to the 
right, permitting better inspection of the de- 
scending colon. With the patient in Trendelen- 
berg position, the examination of the pelvic con- 
tents is made. An assistant manipulates the 
uterus through the vagina or rectum or both, 
thereby, facilitating an opinion as to mobility, 
presence of adhesions and size. I have been re- 
luctant to make elaborate claims in the diagnosis 
of pelvic conditions other than those applicable 
to the uterus through the peritoneoscope. The 
presence of fluid, bloody or otherwise, can be 
established, but visualizing both ovaries and 
tubes with sufficient distinctness for accurate de- 
ductions has been impossible for the most part. 
The examination continues in the clockwise 
direction and is concluded with inspection of the 
omentum, bowel and peritoneum in the central 
area of the abdomen. I have never as yet identi- 
fied the appendix. On two occasions the omentum 
partially filled the cavity as a mass appearing 
somewhat like sea foam. What had happened 
was this. The tip of the pneumoperitoneum 
needle had entered the omental tissue which had 
been well inflated in the process of filling the 
abdomen with air. If the normal outline of the 
bowel is disturbed by an elevated area, suspicion 
of a retroperitoneal mass is aroused. Omental 
and peritoneal implants of metastatic carcinoma 
are easily recognizable. These lesions along with 
malignant liver nodules and cirrhosis have been 
most satisfactorily identified. 


Most of the writers on the subject of peritone- 
oscopy are enthusiastic supporters of the method. 
Ruddock,*® 77 an internist, has had by far the 
largest experience in the field. He reports in his 
series of over 1000 diagnostic cases, an accuracy 
of 93.6 per cent against a clinical accuracy in the 
cases submitted of 61.4%. He lists an unusually 
wide variety of diagnoses of which the more com- 
mon are peritoneal adhesions, carcinoma of the 
ovary, carcinoma of the stomach, chronic chole- 
cystitis, cirrhosis of the liver, fibroid uterus, 
hemoperitoneum, metastasis of the liver, pelvic 
inflammatory disease, retroperitoneal tumor, 
carcinoma of the liver, ovarian cyst, tuberculous 
peritonitis and peritoneal implants. 
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Extra uterine pregnancy is rarely diagnosed 
before rupture. In two of my cases of suspected 
tubal pregnancy, peritoneoscopy revealed several 
small paraovarian cysts in one case and negative 
findings in the second. The diagnosis often 
presents considerable difficulty even after intra- 
abdominal hemorrhage is present. Peritone- 


oscopy in this type of case was of inestimable 
value, laparotomy following immediately after 
positive findings. 


In a critical survey of 50 cases Thieme** con- 
cluded that peritoneoscopy was safe and inex- 
pensive and supplied much of the information 
usually gained by laparotomy. According to 
Flocks* the greatest value of the method is in 
cases of cirrhosis of the liver, splenomegalia, 
malignancy of the liver, suspected abdominal 
malignancy, identification of unknown masses, 
ascites of unknown origin, tuberculous peritonitis 
and chronic conditions involving the pelvis in 
both sexes. 


In the report of McHardy* the examination 
provides visualization, aspiration, biopsy, cauter- 
ization, coagulation and radon seed implantation. 
A wide experience in the use of the instrument 
is necessary before such extensive use. Beling,* 
Ruddock,’* Spangler,’® and others, all agree that 
the chief danger lies in over-enthusiasm and lack 
of careful observance of indications and contra- 
indications. A compiled list of the more com- 
monly accepted indications and contra-indica- 
tions is presented as follows: 


INDICATIONS 


. Exhaustion of all other diagnostic means avail- 
able, 

. Definite purpose before examination carried out. 

. Diseases of the liver and spleen including the 
syndromes of biliary tract pathology, primary 
liver disease, enlargements of either or both 
liver and spleen of unknown cause. 

. Identification of masses in the abdomen includ- 
ing differentiation between intra-abdominal and 
mural lesions. 

. After clinical diagnosis of malignancy, examin- 
ation for biopsy desired. 

. Ascites of unknown etiology. 

. Gynecological diagnoses including ectopic preg- 
nancies and operability where vaginal hysterec- 
tomy is contemplated. 

. Occasionally in cases of suspected tuberculous 
peritonitis. 

. Very cautiously in some acute conditions but 
only when prepared to follow immediately with 
laparotomy. 
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10. Determination of operability of carcinoma of 
the stomach. 

1. Internal hernia. 

12. Substitute for autopsy. 


CONTRA-INDICATIONS 


. Severe cardiac or pulmonary disease. 

. Marked cachexia and weakness. 

. Intestinal obstruction where distention is pres- 
ent. 

. Acute intra-abdominal inflammation. 

. Active bleeding from the gastro-intestinal tract. 

. Extensive intra-abdominal adhesions and mul- 
tiple operative scars. 

7. Stab or bullet wounds of the abdomen. 
. Rigid, well developed, abdominal musculature. 


COMPLICATIONS 


. Perforation of viscera. 

. Subcutaneous emphysema. 

. Hematoma in abdominal wall. 

. Intra-abdominal bleeding following biopsy. 
Hernia through incision. 

. Shock in debilitated patients. 

. Transitory postoperative shoulder pain. 


ND WD wD — 


Operative procedures have as yet not been 
generally satisfactory. However, such men of 
experience as Ruddock have sectioned intra- 
abdominal adhesions. Improvement in lung col- 
lapse has been said to follow severing fibrous 
bands between the liver and diaphragm. Liver 
abscesses have been drained and Benedict reports 
decompression of a large ovarian syst in a debil- 
itated patient. Aspiration of ascitic fluid has 
been a common practice. Because of the danger 
of bleeding I have rarely taken a biopsy. It is 
never taken from the hollow viscera. Even 
though careful and thorough coagulation is 
carried out, in the hands of the occasional op- 
erator, safety lies in doing as few biopsies as 
possible. 


Indications number one and two sum up the 
most essential axioms in peritoneoscopy ; namely, 
insurance of exhaustion of other diagnostic 
means and conception of a definite purpose to 
be achieved. As R. B. Hope’ made the statement, 
“the procedure is not to be used as a short-cut 
to a diagnosis nor is it intended to replace 
surgery.” After clinical data have been care- 
fully considered and a definite diagnosis still is 
lacking, peritoneoscopy or laparotomy may be 
justified. If peritoneoscopy has a reasonable 
chance to satisfy what is expected of the major 
procedure, then it is a most worthy substitute. 
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Two cases selected at random will demonstrate 
the efficacy of this statement. 

Mrs. B. was a poorly nourished white female of 
48 years, whose chief complaints were loss of 
weight and weakness. After extensive clinical 
and laboratory investigation, no diagnosis was 
made. There was a definitely palpable epigastric 
mass. At peritoneoscopy a markedly enlarged 
mid-liver projection was seen. No evidence of 
malignancy was found. The patient returned to 
health on high vitamin therapy. 

An epigastric mass in a poorly nourished white 
female of 61, presented a diagnostic problem. 
All clinical investigations were negative. By 
peritoneoscopy no intra-abdominal mass was 
found. During the examination, transillumina- 
tion showed the mass deep in the abdominal 
wall. Exploration of the intra-mural mass re- 
vealed a cold abscess. 

An occasional useful and resourceful indica- 
tion is the case of the autopsy, the permission of 
which has been refused. Peritoneoscopy may 
contribute the essential information and very 
desirable biopsy material through a tiny inoffen- 
sive incision. 

I have been pleased with the results of in- 
spection of the female pelvis preliminary to 
vaginal hysterectomy. This procedure has been 
particularly helpful in obese women in whom 
bimanual examination is unsatisfactory. Opera- 
bility by the vaginal route has often been dif- 
ficult to ascertain accurately by other means. 
Reassurance regarding this method of attack has 
been gratifying in two of my cases. 

The contra-indications as listed are, for the 
most part, selfexplanatory. It is important to 
use a minimum of sedation in the more cachectic 
and debilitated patients. Pneumoperitoneum 
should be slowly effected and careful observation 
of the patients blood pressure, pulse and color 
noted. No patient with any type of acute pul- 
monary involvement should be subjected to the 
examination. Active bleeding from the gastro- 
intestinal tract is a contraindication both on the 
grounds of danger of increasing the blood loss 
and probable negative findings of peritoneoscopy. 

In spite of meticulous adherence to precau- 
tions occasionally complications occur. Undoubt- 
edly the most immediately startling is the per- 
foration of a hollow viscus. Kelling maintained 
and proved that a normally mobile viscus could 
not be injured by the gentle steady thrust of 
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the trocar. The bowel will normally slip away 
from the instrument. Fixation of a loop at the 
site of puncture changes conditions such that 
perforation does occasionally occur. This fact 
emphasizes the importance of proper selection 
of the locus of entrance. Should there be per- 
foration of the bowel, as occurred eight times 
in Ruddock’s first 900 cases, the instrument 
should be left in situ and laparotomy performed 
at once. No deaths resulted in these cases, 


Rather extensive subcutaneous emphysema was 
annoying in one of my cases but did not cause 
substantial discomfort. A pressure binder about 
the abdomen sufficed to improve absorption of 
the air and the patient was dismissed after one 
day’s added detention. Hot packs over the area 
of intramural bleeding has taken care of this 
unusual complication. Fatal intra-abdominal 
hemorrhage following biopsy occurred in one of 
Ruddock’s early cases. This accident was at- 
tributed to insufficient coagulation of the biopsy 
site. Herniation through the incision, hardly 
conceivable, but should be considered as a pos- 
sible sequel to the examination. 

Shock in debilitated patients bears considera- 
tion. On one occasion I submitted a weak 
and cachectic patient to the examination. Typ- 
ical symptoms of impending shock appeared a 
few minutes following the introduction of the 
sheath and telescope. The abdomen was at once 
deflated, the head lowered and external heat, 
stimulants, et cetera, resorted to. There was no 
further untoward reaction in this case. It has 
been my practice to carry on a conversation with 
the patient during the examination. This has a 
good psychological effect upon him, at the same 
time giving a fairly satisfactory index to his 
general condition and tolerance of the operation. 

In contrast to the rather obvious advantages 
in properly selected cases there are also formid- 
able limitations to the examination. Frequently 
one must be satisfied with a minimum of in- 
formation gained. Peering through a small eye 
piece which becomes easily fogged, at organs ten 
or more inches distant meets with difficulties. 
Visualization of the presenting surfaces of the 
viscera and peritoneum is achieved. In most 
instances this is an interesting sight but often 
difficult to evaluate. The bright lighting in the 
abdomen gives an abnormal brilliance and its 
reflection on the peritoneum makes accurate 
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evaluation of colors a real problem at times. 
Should the light intensity be diminished, clarity 
of vision is often correspondingly hampered. 


Some deft operators are able to examine the 
folds of the bowel and other obscure parts of the 
abdomen but usually no reliable information is 
obtained from delving among the coils of bowel. 
Retroperitoneal masses are diagnosed only by 
deduction. If the mass be palpable previous to 
peritoneoscopy and the viscera appears elevated 
and pushed forward, a retroperitoneal mass is 
assumed. 

Unless intravisceral lesions have tell-tale sur- 
face mainifestations, peritoneoseopy will not be 
enlightening. Intrinsic stomach or duodenal 
lesions, including gastric or duodenal ulcers, are 
better suited to roentgen examination and gas- 
troscopy. In neoplastic lesions other than in 
ascertaining the presence or absence of meta- 
static nodules, peritoneoscopy has been of no 
practical value in determining operability. This 
is easily understood when it is realized that it is 
often difficult to decide upon operability with 
the lesion accesible through a large laparotomy 
wound. 


In conclusion, I have attempted an unpro- 
judiced evaluation of a relatively unused pro- 
cedure. All of us have surgical patients treated 
unsuccessfully, prominent among these are the 
inoperable malignancies, whose demise has been 
hastened by exploratory laparotomies. Many of 
our preoperative diagnostic uncertainties can be 
eliminated by the judicial use of the peritoneo- 
scope. 


The procedure is simple and of a definitely 
surgical nature, being peculiarly suited to the 
surgeon with a practical knowledge of living, 
gross pathology. The most common diagnosis 
in my experience has been that of carcinomatous 
metastases. Indications, contra-indications and 
complications have been discussed. Peritoneo- 
scopy, if done in selected cases and with a defi- 
nite purpose in view, is recommended as success- 
ful and fruitful of gratifying results in the 
hands of the general abdominal surgeon. 


DISCUSSION 


Dr. Frank DeTrana, Chicago: Dr. Rogers’ presen= 
tation was of particular interest to me because Dr. 
Leroy H. Sloan and myself just finished a series of 
a 120 peritoneoscopic examinations at the Cook 
County Hospital and at the Illinois Central Hospital. 
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Dr. Rogers covered the subject very well. Our 
cases were mainly medical. As a matter of fact, out 
of 120, forty-four were patients who had ascites. The 
ascites could be relieved and the etiology determined 
by peritoneoscopy. We feel that in cases of ascites, 
peritoneoscopy is safer than ordinary paracentesis. 
If one should run into difficulty, such as perforation 
of a viscus, with a peritoneoscope he would know it. 
In one case that was particularly interesting, the 
patient had an ascites of several years’ duration. She 
had repeated paracenteses. Peritoneoscopy in this 
case revealed that an ovarian cyst was being tapped. 
It was later removed surgically. We feel that per- 
itoneoscopy in that case was of particular benefit. 


In several cases we have seen metastases in the 
liver from a carcinoma of the stomach and thus 
eliminated several exploratory operations. 


Dr. Robert E. Reagan, Benton Harbor, Michigan: 
Dr. Rogers has given us a clear, concise picture of 
the present status of peritoneoscopy. He has reviewed 
briefly the literature and has described the technique 
in detail. He has been not overly enthusiastic or un- 
duly pessimistic of the limitations of the procedure. 
I concur with the indications and contra-indications 
as outlined. Improvements in the instruments used 
in peritoneoscopy are needed badly and will be de- 
veloped undoubtedly from time to time. An examin- 
ing telescope with a larger field of vision and less 
distortion must be developed before peritoneoscopy 
attains a wider usefulness. I am sure that this is 
possible. I use a smaller trocar than the large in- 
sulated Ruddock trocar commonly used. The small 
trocar has the advantages of ease of introduction, 
less trauma to the abdominal wall resulting in less 
postoperative discomfort and less danger of hernia. 
I have experienced no complications such as men- 
tioned by Dr. Rogers. I have been endeavoring for 
some time to develop a finger on the end of the 
examining telescope which would retract omentum 
and bowel. Something along this line will increase 
the usefulness of the peritoneoscope. Frequently a 
small piece of omentum or loop of bowel will hide 
completely. the lesion we are anxious to see. 


In addition to the indications which Dr. Rogers has 
outlined I would like to mention those resulting from 
internal injury following accidents. Peritoneoscopy is 
a simple procedure. It can be advised earlier and 
with less indication than a laparotomy and by early 
recognition of injury to the abdominal contents sur- 
gery can be done at a time when it will do the most 
good. We have had two football deaths in our com- 
munity resulting from kicks in the abdomen in which 
the bowel was torn and the condition not recognized 
until a generalized peritonitis had developed. I am 
convinced that had peritoneoscopy been used much 
more could have been done. I will report briefly one 
case in which a young factory worker was hit in 
the upper abdomen with a block of wood. The pulse 
rate was seen to increase during the first night and 
early morning of the second day. When peritoneo- 
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scopy was used a necrotic area on the jejunum was 
found and immediate surgery carried out. 

Joseph E. Hamilton writing in Surgery advised this 
method in gun shot and stab wounds in which it is 
not clearly established that the peritoneum has been 
perforated. If the wound clearly enters the abdominal 
cavity peritoneoscopy is contra-indicated but in bor- 
derline cases it is advised. Hamilton introduces the 
peritoneoscope into the abdomen and then passes a 
Kelly forcep or other blunt probe into the wound. 
If the wound has entered the peritoneal cavity it 
can be seen easily through the peritoneoscope. Other 
signs of injury such as hemorrhage are obvious. 
Peritoneoscopy has been of some value in differ- 
entiating mesenteric thrombosis from intestinal ob- 
struction. 

By the use of peritoneoscopy I have been able to 
place incisions directly over lesions and thus give 
adequate exposure without unduly large incisions. 

After doing approximately one hundred and fifty 
peritoneoscopies with no complications and with con- 
siderable diagnostic information obtained, I feel that 
the method has a definite and increasing role in the 
diagnosis of obscure abdominal conditions. It has 
certain limitations but when used wisely will bring 
some cases to surgery earlier and will prevent need- 
less laparotomies on others. 

Dr. W. J. Gillespie, Effingham: I would like to 
ask what kind of a table you use and how you rotate 
these patients while doing the examination. 


Dr. J. C. Thomas Rogers, (in closing): The type 
of table employed is the usual type for general sur- 
gery. It should be a versatile table, — one that can 
be tipped down or up, and from side to side. 

The technic is carried out in a strictly surgical 
manner in the operating room. 

I wish to emphasize that I am approaching this 
subject from the standpoint of a general surgeon. 
Reluctance in accepting this relatively new procedure 
on the part of the surgeon is not surprising. Medical 
men are prone to skepticism until new methods have 
been well proven. 

The use of the peritoneoscope in certain selected 
cases has a very definite role. If the indications are 
carefully adhered to, successful results are obtain- 
able. The technic of the examination can be easily 
learned by the experienced abdominal surgeon. 
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VOLVULUS OF THE CECUM 
R. M. Norris, M.D., F.A.C.S. 
JACKSONVILLE 

One of the most important etiological factors 
in volvulus of the cecum and ascending colon 
is an abnormal mobility of these organs. This 
abnormal mobility is a prerequisite of the devel- 
opment of a volvulus in this part of the intestinal 
tract, the degree of mobility being proportioned 
to the length of the mesentery. In some cases, 
the ascending mesocolon may be continuous with 
the mesentery of the small intestine, resulting 
in the condition described as “mesenterium com- 
mune.” Most authors agree, that failure of the 
embryonic mesentery of the cecum to adhere to 
the posterior peritoneum is the cause of a roving 
cecum or more commonly referred to as a mobile 
cecum. Harvey, reporting his findings in 105 
necropsies in infants, states he found abnormal 
mobility of the cecum and lower two-thirds of 


Presented before the Section on Surgery, 101st Annual 
Meeting, Illinois Medical Society, Chicago, May 21, 1941. 
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the ascending colon in 13.3% of his cases. 
Piersol, 14% in his series and Smith, 31%, while 
amarked mobility is present in probably as high 
as 25% of persons of all ages; in only 1% 
according to Wandel, does this extend up to or 
beyond the hepatic flexure. When present, a 
mobile cecum is not only a prerequisite, but a 
potential source of torsion —- depending upon 
other concurrent causes, the more important of 
which are: inflammatory changes in the mesen- 
tery, overdistension of the cecocolon by gas, 
dietetic errors, drastic catharsis, and an enlarg- 
ing pregnant uterus. 

Torsion develops usually in a vertical axis with 
rotation in a clockwise direction. If the torsion 
is less than 180 degrees, the obstruction may 
not be complete and the circulation to the cecum 
and ascending colon only be partly interrupted. 
However, if the torsion is more than 180 degrees, 
the obstruction will probably be complete and 
the bowel becomes gangrenous unless prompt 
surgical relief is instituted. 

Many authors divide their cases into acute 
and chronic, their symptoms varying and de- 
pending upon several factors. In the acute group, 
especially when there is a large amount of small 
intestine involved and a marked degree of tor- 
sion, the symptoms are severe abnormal pain, 
shock, and collapse, with death occurring in a 
few hours, many times before a diagnosis can 
be made. 

In the more chronic cases, the symptoms given 
are more obscure and are related to intermittent 
obstruction, such as a history of attacks of sud- 
den epigastric pain, vomiting, and constipation. 
These attacks occur quite frequently over a 
number of years. 

The symptoms seem to be the result of partial 
volvulus that corrects itself. Later a more com- 
plete volvulus takes place and unless operated 
upon, is fatal. Treatment is surgical. In the 
early cases, where there has been no damage 
to the intestine, careful detorsion with fixation of 
the cecum to its normal position to prevent re- 
currence is all that is needed. In my case, this 
was impossible due to the size of the uterus. 
In more advanced cases, relief of the obstruction, 
Possible resection of a gangrenous bowel, and 
drainage of the bowel above the point of ob- 
struction, or the same principles that apply to 
intestinal obstruction in general are the pro- 
cedures, 
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N. M. Dott, in his splendid moneograph on 
anomalies of intestinal rotation and fixation, 
states that, “Errors of rotation and fixation are 
largely confined to the second stage of rotation,” 
and also, according to Dott, are “namely due to 
a lax or large umbilical orifice, allowing the 
midgut to return to the abdomen in some se- 
quence other than normal.” 

The case that I am reporting falls in the 
second stage in which rotation through 90 de- 
grees occurs in clockwise direction, the transverse 
colon being brought to cross behind the superior 
mesenteric artery close to its origin, the duode- 
num crossing the vessel at the same point an- 
teriorly. The intestines, apart from this, occupy 
their proper positions except the duodenum lies 
anterior to the transverse colon instead of poste- 
rior to it and fixation of the cecocolon is not 


normal. 


In reviewing the literature, I was only able to 
find a few cases with x-ray studies, although 
there are many studies and case reports on this 
subject. I also had the unusual opportunity of 
a second look in this abdomen, three months 
later when a Caesarian Section was done. This 
afforded an excellent chance for study of the 
embryonic anatomical pathology of the bowel. 


Case Report: Mrs. L. S., 22, white, married, house- 
wife, was brought by ambulance to Passavant Hospital 
on November 15, 1940, complaining of generalized ab- 
dominal pain and pain in the right lumbar region. She 
is in the fifth month of her first pregnancy. She had 
a moderate amount of vomiting up to the end of the 
second month and then had been free of vomiting 
until four days before admission to the hospital, when 
she experienced colicky pains in the epigastrium as- 
sociated with nausea and had in the last six hours, 
vomited a number of times. Her bowels moved nor- 
mally 24 hours before admittance to the hospital. 


Her family history is negative. In the past history 
the significant thing was that in 1939, she had what 
was thought to be an attack of appendicitis or pyelitis, 
but more probably was an incomplete volvulus that 
corrected itself as it subsided in a few days. The 
attack was associated with mild urinary bladder ir- 
ritation. Physical examination reveals a small, acutely 
ill, white female, in the fifth month of pregnancy, 
who is complaining of difuse pain in the abdomen. 
Pupils react to light and accommodation, equal in 
size and shape. Nose and throat are normal. Neck 
is negative. No rales heard over the chest. Heart was 
normal. Examination of the abdomen revealed mod- 
erate distension. The uterus was about a centimeter 
and a half below the umbilicus. There was particular- 
ly noted epigastric distension and on percussion, tym- 
panites could be elicited across the whole upper ab- 
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domen. No evidence of hernias or palpable masses 
other than the uterus. Nor was there evidence of 
rigidity. Definite muscle guard, however, was ob- 
tained on deeper palpation. Vaginal examination re- 
vealed a firm cervix. The uterus was the size of a 
5 to 5% months pregnancy and the adnexa seemed 
normal. Patellar reflexes were normal. 

Her temperature was 98.4, pulse 92, respirations 
22. Kidney function: total intramuscular, P.S.P. 25%. 
Differential urinalysis: right kidney: albumin 2 plus, 
pus negative, bacteria negative. Left kidney: albumin 
negative, pus negative, bacteria negative. Kahn test 
was negative. Cultures from both kidneys negative. 
Blood count revealed: hemoglobin 78%, color index 
9, erythrocytes 3,720,000, leucocytes 8,250, small 
lymphocytes 24%, large mononuclears 10%, neutro- 
philes 62%, stabs 5%. 

Due to her past history, I felt that a pyelitis as- 
sociated with hyperemesis gravidarum had to be 
eliminated in her deferential diagnosis, so that cath- 
eters were put into both ureters and x-ray pictures 
taken. My lantern slides of these pictures will show 
that a kink in the right ureter was found about three 
centimeters below the pelvis with moderate dilata- 
tion of the calyces and pelvis on the right side and 
that the left side was normal. These x-ray pictures 
also revealed a large distended segment of bowel, 
and since her vomiting became more profuse, a Le- 
vine tube was passed into the stomach and Wagen- 
stein apparatus attached to it, but failed to help her 
epigastric distension. Barium was given by mouth 
and demonstrated the stomach independent of the 
large gas distended bowel. Barium enema was also 
given, which revealed an obstruction at the splenic 
flexure of the bowel. Diagnosis was made of in- 
testinal obstruction involving the transverse colon and 
immediate operation was done. 

OPERATION: The patient was given spinal an- 
esthesia and 500 cubic centimeters of blood was trans- 
fused during the operative procedure. The abdomen 
was opened through a right rectus incision about a 
centimeter and a half to the right of the midline. On 
entering the peritoneal cavity, about 500 c.c. of dark 
sero-sanguineous fluid poured out of the abdomen. 
The obstructed bowel was dark. There was some sep- 
aration of the longitudinal fibers of the colon. Due 
to marked distension, it was impossible to deliver the 
bowel from the abdominal cavity without first aspirat- 
ing it. This was done using a small caliber needle 
and syringe, and when the bowel was empty, I found 
that this segment of bowel was the cecum and ascend- 
ing colon turned on itself and twisted on its mesentery 
through approximately 270 degrees. The volvulus was 
in a clockwise direction and the cecum was lying in 
the left hypochondriac region over the spleen. Simple 
detortion of the bowel and return to as near normal 
position as possible was done. Hot saline towel re- 
turned quite good color to the bowel. The appendix 
was taken off without difficulty and a small caliber 
rubber tube was put into the cecum and carried out 
through the incision. Due to the size of the uterus, it 
was impossible to get the cecum into the normal posi- 
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tion. On close inspection of the proximal one-third of 
the transverse colon, it was found that it lay behind 
the duodenum and that this point was the axis of the 
volvulus and the mechanical obstruction. There 
seemed to be adequate room for normal function of 
the bowel in this area after the cecum and ascending 
colon were returned to the right side of the abdomen, 
The general peritoneal cavity was closed without 
drainage and the cecostomy tube was brought out 
through the incision. She was given a second trans- 
fusion the following day and Wagensiein apparatus 
was left in place through the operative procedure 
and for three subsequent days. The cecostomy tube 
was removed on the fourth day. Its wound closed 
on the twelfth day and she was discharged from the 
hospital on the sixteenth day, having a very smooth 
course after the fourth postoperative day. 

She was again admitted to the hospital on February 
24, 1941, for Cesarean Section. She stated that she 
had gotten along fine since she left the hospital. 
Classical Cesarean Section was done without difficul- 
ty, delivering a living 6% lb. female child. Bilateral 
salpingectomy was done at this time. Careful study 
of the bowel anatomy was made and found that the 
cecum was fixed to the anterior parietal peritoneum 
on the right side, but quite high. The lumen of the 
transverse colon was quite large and surely seemed 
adequate for normal function where it tunnelled un- 
der the duodenum. There was no fixation of the 
cecum or ascending colon up to the hepatic flexure. 
The abdomen was closed after this exploration. She 
made an uneventful recovery after Cesarean Section. 

Barium enema was given for x-ray study of 
her colon on April 26, 1941, and showed a bowel 
that is functioning normally. In conclusion, I 
wish to emphasize that pregnancy is one of the 
possible precipitating factors in volvulus of the 


cecum. 
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EATING ICE 

“Many persons experience bowel cramps and gas in 
the abdomen when they eat or suck ice,” Hygeia, The 
Health Magazine says in answer to an inquiry as to 
whether eating or sucking ice is injurious to the health. 
“Especially in hot weather, or after strenuous exer- 
cise, taking large amounts of any ice-cold liquid is 
not advisable. As long as no particular symptoms are 
observed the problem would seem to be one of pet- 
sonal taste. Some persons can _ tolerate moderate 
amounts of ice without harm.” 





Th 
not s¢ 
polior 
in the 
and t 
the h 
be cal 
ease. 
it spl 
count 
we pe 
vacclr 
close 


It \ 
intere 
polion 
detail: 
found 
knowr 
the rv 
rigidit 
Mai 
but it 
paraly 
constit 
care, 
ventio 
ping, 
tures, 
as to 
pected 
events 
to the 
an epi 
featur 
for th 
concer 
mon d 
satisfy 
has be 
more | 
which 
*Supp 
and a g 


Read 
Society, 


ber, 194] 


‘third of 
y behind 
is of the 

There 
ction of 
scending 
bdomen, 
without 
ght out 
d trans- 
)paratus 
‘ocedure 
ny tube 
| closed 
rom the 
smooth 


ebruary 
hat she 
1ospital. 
di fficul- 
silateral 
1 study 
hat the 
toneum 
of the 
seemed 
led un- 
of the 
exure. 
n. She 
section. 
idy of 
bowel 
ion, I 
of the 
of the 


system” 
, 1923” 
Vestnik 


Journal 


x 139 


gas in 
l, The 
as to 
realth. 
exer- 
uid is 
is are 
f per- 
lerate 


September, 1941 


SUSCEPTIBILITY TO PARALYSIS IN 
POLIOMYELITIS 
W. Lioyp Aycock, M.D. 


Director of Research, 
Harvard Infantile Paralysis Commission* 


BOSTON 

The practicing physician will, on the average, 
not so often be called upon to see a patient with 
poliomyelitis. Many times the case is the first 
in the experience of the doctor of the community, 
and the epidemic the first in the experience of 
the health officer. But all will almost certainly 
be called upon to answer questions about the dis- 
ease. “Have they isolated the germ? How does 
it spread? Shall we take the children to the 
country? May they go in swimming? Should 
we peel the fruit or boil the milk? Is there a 
vaccine? Should serum be used? Should we 
close the schools — but not the movies?” 


It would therefore seem to be of more general 
interest to discuss the present status of the 
poliomyelitis problem as a whole, rather than the 
details of diagnosis and treatment, which can be 
found in a number of texts or are already well 
known. For example, all are now familiar with 
the rule of thumb for suspecting poliomyelitis, 
rigidity of the spine. 


Many diseases are over with in short order, 
but in poliomyelitis all too often permanent 
paralysis remains as a constant reminder and 
constitutes a long and tedious régime of after- 
care, perhaps mainly directed toward the pre- 
vention of what may be called secondary crip- 
ping, resulting from deformities and contrac- 
tures. Then, again, there is always uncertainty 
as to where the disease will strike, and unex- 
pectedness when it does appear. When untoward 
events occur one at a time, we grow accustomed 
to them, but when they come all at once, as in 
an epidemic, they are far more alarming. These 
features of the disease are probably responsible 
for the extraordinary degree of apprehension 
concerning it, and although a relatively uncom- 
mon disease, there is a pressing demand for more 
aatisfying knowledge. As a result, poliomyelitis 
has been more widely studied than many far 
ore common or more devastating diseases to 
which we have accustomed ourselves. 


“Supported by the Harvard Infantile Paralysis Commission 
and a grant from the Commonwealth Fund. 

_Read before General Session of Illinois State Medical 
Society, May 22, 1941, Chicago. 


W. LLOYD AYCOCK 231 


In rabies, the dog bite; in psittacosis, the par- 
rot; in measles, exposure to a case; in typhoid, 
contact with a carrier: all are observed with such 
regularity that they point at once to the origin 
of the sickness and lead to at least the satisfac- 
tion of understanding, and to reassuring precau- 
tionary measures. But in poliomyelitis, no 
single observation sets the trend in thought and 
investigation. Any theory receives attention. 
The result is we have an accumulation of a 
great variety of observations, clinical, epidemio- 
logic and experimental. Many are on a fairly 
firm basis and are sound; many are not much 
more than notions; and many are in direct con- 
flict. But all are stressed equally. Moreover, 
the sparseness of the disease and the limited 
techniques available for experimentation have 
too often restricted observations or experiments 
to such small groups that no distinction can be 
made between significant observations and in- 
cidental findings. This inability to discriminate 
makes it difficult to formulate from the mass 
of data any generally acceptable concept of the 
behavior of the disease. As a result, each work- 
er, from his own observations, no matter how 
few, tends to generalize and to form his own 
concept of the behavior of the disease. The 
fewer the observations, the more convinced an 
observer can be of his particular hypothesis. 
There seems to be a preference for more plausible 
and hopeful hypotheses, or for those which 
match in oddness the vagaries seen in the oc- 
currence of the disease. 


Under the urge of the demand for precise 
knowledge in poliomyelitis, we have explored 
possibilities which have not been considered in 


other diseases. For this reason, we sometimes 
find ourselves “out on a limb.” We have ex- 
tended observations in poliomyelitis beyond the 
range of interpretability in the light of knowl- 
edge of disease in general. For example, recent 
studies of the virus in intestinal contents is 
proving to be a very useful procedure in one 
way. It is verifying earlier but more indirect 
evidence of widespread distribution of the virus. 
But the finding does not, in itself, constitute 
sufficient grounds for generalization in regard to 
the mode of spread of this disease. In pulmon- 
ary tuberculosis, bacilli may be found in intes- 
tinal contents; hemolytic streptococci appear 
both in throat and intestines ; and no one pauses 
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to question whether measles virus, for example, 
may not likewise be present in intestinal con- 
tents. 

Where recognizable disease is the regular out- 
come of exposure to its virus, the pathways of 
the virus can be determined from the distribu- 
tion of the disease it produces alone. But where 
the virus does not always cause recognizable dis- 
ease, the pattern of disease distribution may dif- 
fer very much from the pattern of virus dis- 
tribution, and any deduction from one in regard 
to the other may be misleading. From the mass 
of accumulated findings, a number of observa- 
tions — clinical, epidemiologic and experimental 
— come together with such consistency that they 
afford conclusive evidence that such is the case 
in poliomyelitis. 

The frank paralytic disease is uncommon, per- 
haps a fair estimate being that not more than 
one out of a thousand persons ever develop it. 
But, in addition to the paralyzed cases, there are 
nonparalytic cases and mild suspected abortive 
forms. We now know, too, that there is a wide- 


spread immunity which develops in those who > 
give no history of having anything suspected as 


an attack of the disease. When added to the 
scattered distribution of the clinical disease, the 
results of immunity tests, which are comparable 
with the figures in the Schick test in diphtheria, 
show that the virus must be very widespread. 
We must say, then, that the paralytic disease 
among those exposed to the virus is of very 
limited and selective occurrence. This epidemio- 
logie concept, having its beginnings in the field 
studies of Wickman and Caverly, with better 
diagnosis of milder forms and improved methods 
of virus detection, is now becoming increasingly 
clear. 


It now appears that paralysis occurs not in 
just any, but in a selected few of the many who 
are exposed to the virus; and that some added 
circumstance must determine this exceptional 
outcome of exposure. Since paralysis is the one 
serious consequence of infection with the virus 
of poliomyelitis, the identification of the added 
circumstance which determines paralysis con- 
stitutes a major question looking toward prac- 
tical control. In other words, gains might be 
made if, instead of continuing to center epi- 
demiologie studies on the mode of spread of the 
virus, attention were directed to what we might 
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term the epidemiology of paralysis in polio- 
myelitis. 

Let us examine the various theoretical ap. 
proaches to control in the light of these epi- 
demiologic considerations. For discussion, these 
measures may be divided into therapeutic, bac. 
teriologic, immunologic: and, finally, those 
measures aimed not directly at the infection it- 
self but against undesirable complications or 
sequelae of the disease. 


Some of these approaches having been well 
tested may be examined in retrospect, while oth- 
ers can be viewed only in prospect, as they sug- 
gest lines of study still before us. 


Therapeutic Control: Therapeutic measures 
would have the advantage, numerically speaking, 
of being aimed directly at the few who develop 
clinical disease among the many exposed to the 
virus. In earlier times, a more prominent fea- 
ture of poliomyelitis was the serious secondary 
crippling resulting from contractures and de- 
formities accompanying growth under constant 
unequal muscle balance. This undesirable sequel 
of poliomyelitis has now, to a large extent, been 
ameliorated through the operative correction of 
these deformities, and in recent years through 
prevention by means of continuous orthopedic 
treatment. But from the nature of the lesion 
causing paralysis, there is no prospect of curing 
it after nerve cells have been destroyed. Any at- 
tempt to prevent destruction of the nerve cells 
must be made early in the acute disease. 


From a theoretical and experimental point of 
view, the one rational attempt at specific therapy 
has been the use of immune serum. It has long 
been known that the blood serum of persons re- 
covered from the disease and that of animals 
convalescent from the experimental disease have 
a neutralizing action upon the virus. This led 
early to the treatment of cases with convalescent 
serum. For years, patients were for the most 
part treated after the appearance of paralysis, 
with inconclusive results. Later, the use o! im- 
mune serum during the preparalytic staze of 
the disease was employed. At the outset, it was 
realized that there would be difficulty in pre:lict- 
ing the outcome of: cases seen in the preparalytic 
stage — none of the signs or symptoms giving 
any indication as to severity. In the first few 
years of preparalytic serum therapy, the average 
outcome of cases treated was so favorable as com- 
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pared with any known series of untreated cases, 
that it was believed that serum was of value. 


But when preparalytic serum therapy was later 
applied in control series of cases, it was found 


that the apparent beneficial effect of the serum 
was due in reality to the uncovering, by reason 
of early diagnosis, of mild, non-paralytic forms 
of the disease. Serum therapy has now been 
largely abandoned. 

Bacteriologic Control: Just as the central 
idea in epidemiology has been the mode of spread 
of infectious agents, the central idea in the con- 
trol of infectious disease has been the prevention 
of the spread of infectious agents. There are 
many examples of satisfactory control of disease 
through measures directed toward this end. But 
this has been especially true in those diseases 
where the infectious agent is transmitted in- 
directly from person to person — malaria, ty- 
phoid fever; and less true where the infectious 
agent is transmitted directly from person to per- 
son through ordinary human habits — measles. 

The bacteriologic control of poliomyelitis 
would consist in destroying the infectious agent 
at its sources, or preventing its spread from 
them. Since it has become clear that the source 
of virus is largely healthy persons, judged from 
the fact that its spread is well-night universal, 
it would seem unlikely that any of the usual at- 
tempts to curtail the spread of the virus would 
succeed, such as for example, the isolation or 
quarantine of cases or carriers; if for no other 
reason but because of the fact that recognizable 
cases comprise but a small fraction of the spread- 
ers of the virus, and that for the most part those 
who have played a part are not detectable. 

Immunologic Control — Passive Immuniza- 
tion: The demonstration of the power of con- 
valescent serum to neutralize the virus of polio- 
myelitis in the test tube has been consistently 
pursued in connection with control of the dis- 
ease. Having failed to exert a curative effect 
on the disease after paralysis had appeared, and 
in the preparalytic stage of the disease as well, 
it has been advocated as a prophylactic measure. 
But even if it be assumed that convalescent ser- 
um has the same action, for example, as dipth- 
theria antitoxin, epidemiologic considerations 
tender it unlikely that, from the practical point 
of view, it could be utilized to any appreciable 
extent. Thus, the administration of such a 
Measure would have to be closely timed with 
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reference to exposure. Since the few individuals 
who develop poliomyelitis do so following no 
known contact with the virus, and the vast ma- 
jority of individuals who are exposed do not 
develop the frank disease, the use of convalescent 
serum as a prophylactic measure could hardly 
be relied upon. Furthermore, convalescent ser- 
um has not proved of value as a prophylactic in 
the experimental disease. 

Active Immunization. Active immunization 
by injections of modified virus has been the 
subject of considerable study. Although it is 
possible to immunize monkeys in the laboratory 
by injections of active virus, no vaccine has been 
found which has a sufficiently high rate of ef- 
ficacy, and at the same time a sufficient margin 
of safety for use in the human disease. 

Autarceologic Control: Thus, an appraisal of 
the prospects of the conventional approaches to 
the control of poliomyelitis as an infectious dis- 
ease indicates that — as in the case of measles, 
where there has been a shift from attempts to 
prevent infection to measures directed against 
the complications of the disease — studies in 
poliomyelitis should be centered more on the 
factors responsible for paralysis in the few of 
the many infected with the virus. The preven- 
tion of paralysis in poliomyelitis would convert 
what now is a serious crippling or fatal disease 
into a trivial febrile episode. 

The occurrence of paralysis among those ex- 
posed to the virus of poliomyelitis is limited, ir- 
regular and selective. A number of these selec- 
tivities suggest that the major determinant lies 
in the host, rather than in parasitic factors; and 
the character of these selectivities gives some 
indication of the nature of susceptibility to 
paralysis. 

Variation in the frequency with which ex- 
posure to the virus results in clinical disease in 
different climates, and at different seasons in the 
same locality, is indicated by evidence of uni- 
form dissemination of the virus and equally ex- 
tensive subclinical immunization, in different 
climates and in interepidemic periods. This 
suggests that inherent susceptibility lies in some 
physiologic process which fluctuates with climate 
and season, rather than in a fixed anatomic char- 
acter. 

The frequency of multiple cases in the same 
family and the concentration in lineal and col- 
lateral familial lines, all in view of the low gen- 
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eral incidence of the disease, afford evidence that 
paralysis is not determined primarily by en- 
vironmental or parasitic factors, but by an in- 
herited host susceptibility. 

A predisposition to paralysis in individuals 
of an observable constitutional type was fore- 
shadowed by descriptions of many students of 
the disease, back to Wickman, Heine and even 
Underwood; and was promulgated as an epi- 
demiologic doctrine by Draper. This observa- 
tion, now concurred in by many observers, long 
antedated the epidemiologic indications that the 
selectivity in the occurrence of paralysis is deter- 
mined by influences in the exposed, rather than 
exposure. Difficulties in clearly establishing this 
proposition lie in the fact that it falls far short 
of universality. However, the frequency with 
which observable manifestations appear in polio- 
myelitis individuals at the pre-pubertal period 
of development — regardless of the age of at- 
tack, which appears to be determined by ex- 
posure — suggests that the underlying physio- 
logic factor may be, to a considerable extent, 
subclinical and that it is endocrinologic in na- 
ture. But the complexity of the endocrine dif- 
ferences responsible for the changes in growth 
and development which make up the constitu- 
tional type in question do not permit of any de- 
duction in regard to the particular factor which 
might be involved, or the manner in which it 
might affect susceptibility. 

An impressive body of evidence exists that the 
nasal mucosa is not only unique among the body 
surfaces as a direct pathway to the nervous sys- 
tem, but that the virus of poliomyelitis is dis- 
seminated in accordance with laws of upper 
respiratory infection; and that virus carriage 
in this mucosa and infection by this route have 
been demonstrated experimentally. All this, to- 
gether with the significant occurrence of polio- 
myelitis following surgical interference with the 
upper respiratory mucosa, implicates this mem- 
brane as the locus of susceptibility. 

The impression of an epidemiologically sig- 
nificant frequency in the occurrence of polio- 
myelitis during pregnancy, although not as yet 
established because of statistical difficulties, in 
view of known changes in the genital mucosa 
during pregnancy, due to changes in estrogenic 
substance — and in which the nasal mucosa 
participates — suggests that alteration in the 
latter, which may affect susceptibility, is the 
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result of an inherent endocrine fault in phy- 
siology which has to do with the economy of 
estrogenic substance. 


Changes simulating those occurring during 
pregnancy in the mucous membranes can be pro- 
duced experimentally. The experimental effects 
which are of interest here are thinning of the 
vaginal epithelium by castration and recornifica- 
tion by administration of the estrogens to the 
castrate animals. These changes occur also in 
the nasal mucosa. Our experience has been that 
the administration of estrin to castrate animals 
increases their resistance to intranasal instilla- 
tion of poliomyelitis virus. 


The effect of estrogenic substance on the 
susceptibility of animals to the experimental dis- 
ease prompted comparative assays of urinary 
output of estrin to detect any difference between 
individuals susceptible to poliomyelitis and nor- 
mal individuals. With present knowledge, the 
only approximation which can be made is a com- 
parison between those who have had poliomyeli- 
tis, and who presumably would still be possessed 
of the inherent endocrine fault determining sus- 
ceptibility, and individuals of corresponding 
ages who have not passed through an attack of 
the disease. The latter would include an un- 
known proportion of susceptible individuals who 
have not had the disease because they have not 
been exposed to the virus, or perchance were ex- 
posed at a time when their fluctuating suscep- 
tibility was not operative. 


The estimation and evaluation of urinary 
estrogen present difficulties. Such a hormone 
may be in either a free or combined state, mani- 
festing varying degrees of biologic activity, the 
free hormone being more active. Even in the 
same individual, there is considerable fluctuation 
in estrogenic content. Attempting to make al- 
lowance for such variables, we have done urinary 
assays on poliomyelitis patients and an equal 
number of individuals of corresponding ages 
who had not had poliomyelitis. The specimens 
were collected in a school for crippled children, 
where about half the patients were poliomyelitis 
cases and the remainder crippled from other dis- 
eases of various kinds. Twenty-four urine speci- 
mens were collected in pairs from children six to 
twenty years of age. Determinations were done 
by benzol extraction and the vaginal smear meth- 
od in mice. The amount of estrogen in the 
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urine of poliomyelitis patients varied from 5 to 
240 mouse units, while in the controls it was 3 
to 96 mouse units. The average content of the 
urine of poliomyelitis patients was 21.7 units, 
that of the controls was 12.7 units. 

These estrogen assays were made on chronic 
eases, so the status at the time of the test does 
not necessarily reflect the condition of the pa- 
tient at the time of the attack of poliomyelitis, 
which in these individuals had been from one 
to 20 years previously. Neither is there any- 
thing to show that the endocrine condition in- 
dicated is not a sequela to poliomyelitis. How- 
ever, in view of the epidemiologic considerations 
presented in this paper, we are inclined to inter- 
pret the results as reflecting a physiologic con- 
dition which already existed at the time of the 
attack, although the figures cannot be considered 
conclusive because of the wide range of variabil- 
ity between individuals even of the same age. 
In view of the enhanced resistance to intranasal 
instillation of the virus observed in castrate 
monkeys treated with estrogens, the finding of 
a higher average excretion of estrogenic sub- 
stance in the group of poliomyelitis patients 
suggests the possibility that the endocrinopathy 
sought as the basis of autarceologic susceptibility 
does not lie in a simple deficiency in the elabora- 
tion of estrogenic substance, but rather in some 
discrepancy in its economy. 

These observations represent the beginnings 
of a study of the epidemiology of paralysis in 
poliomyelitis, made in an attempt to shed some 
light on the nature of that circumstance which, 
when added to infection with the virus, makes 
for the occurrence of paralysis. Such studies 
may point the way to measures aimed at the cor- 
rection of susceptibility to paralysis, in the hope 
of converting what is for the few a severe and 
disabling disease, into what is for the many a 
trivial febrile episode. 





4 tuberculin reaction provides invaluable informa- 
tion for it furnishes the trail which one may often 
trace to previously unknown and wholly unsuspected 
sources of infection. J. A. Myers, M.D., Amer. Rev. 
of Tuber., Feb., 1941. 

Surgical collapse measures do not cure tuberculosis; 
they simply enhance rest treatment and permit patients 
to be discharged from the sanatorium in better con- 
dition and with more assurance that they will remain 
well and useful citizens. Chas. K. Petter, M.D., Con- 
tact, Feb., 1941, 
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CONGENITAL HEMOLYTIC JAUNDICE 
(Spherocytic Jaundice) 
CHARLES D. Brancu, M.D. 
PEORIA 


Congenital hemolytic jaundice, as this disease 
is most frequently called, is a chronic disorder 
of the blood characterized by anemia, acholuric 
jaundice, and splenomegaly. Haden has shown 
quite conclusively that the disease is due to the 
increased fragility of the spheroidal erythrocytes 
which are pathognomonic of familial jaundice. 
A positive diagnosis can only be made in the 
laboratory by demonstrating the presence of 
the increased fragility of the red blood cells, and 
the spherical erythrocytes. The abnormal cell 
is more easily hemolyzed than the normal bi- 
concave disk, since the sphere has a smaller 
surface area in relation to cell volume and can 
undergo less stretching before hemolysis occurs. 
Since the inherent defect is the spherocytosis, 
Krumbhaar has suggested that the disease be 
called spherocytic jaundice. 

Spherocytic jaundice was first recognized in 
the latter part of the 19th century and was fully 
described in detail in 1898 by Hayem. Later 
Minkowski and Chaufford demonstrated the 
familial characteristics of the disease, the in- 
creased fragility of the erythrocytes and the large 
numbers of microcytes and reticulocytes seen in 
the blood smear. It has been thought that the 
acquired type of hemolytic jaundice was due to 
other factors, but today the acquired forms are 
considered latent cases of familial jaundice which 
are activated by attacks of various diseases. 
Naegeli has pointed out various groups of cases 
which seem to point to the familial type as 
being inherited as a true dominant character. 
The disease appears to be more severe on suc- 
cessive transmissions. With the progression from 
one generation to another it becomes more severe 
until in the third generation the condition is 
most distressing and the increased virulence is 
undoubtedly limited by the death of those af- 
fected with the more severe types. Spherocytic 
jaundice may occur in any race or either sex. 
It seems to be quite widespread. As a rule it 
is seen in early adult life. Although it is 
generally agreed that the spherocytosis is the 
basic cellular change, there is no known reason 
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why this occurs. Undoubtedly the activity of 
the spleen is a secondary change and it becomes 
overactive with enlargement because of its in- 
creased function to destroy these incapacitated 
cells and remove them from circulation. It can 
be theorized that splenectomy probably removes 
a large part of the phagocytic mechanism and the 
spherocytes then circulate longer, functioning 
partly, thus permitting the bone marrow to re- 
sume normal output. When there is such marked 
destruction of large numbers of red cells, there 
necessarily must be a compensatory increased 
output from the bone marrow. This accounts 
for the outpouring of reticulocytes into the circu- 
lation. During some instances, this demand 
on the marrow may be so great that there is a 
collapse with the result that immature red cells 
and white cells are sent into the blood. When 
such a crisis occurs, there is seen severe anemia, 
fever, abdominal pain and accentuated jaundice. 


The symptoms and physical findings are to a 
large degree dependant upon the severity of the 
disease. In the latent form, there may be no 
symptoms and the increased fragility of the red 
cells and spherocytes could only be discovered 
by a routine examination. Frequently the chief 
complaints may be weakness and fatigue from 
apparent anemia. Splenomegaly may also cause 
pain in the upper abdomen or a dragging sensa- 
tion of weight. From this it is quite evident that 
it is possible to see a case of spherocytic jaundice 
without any of the three diagnostic criteria ; 
that is, splenomegaly, anemia and jaundice. In 
individual patients seen from time to time, the 
above mentioned symptoms may be present sep- 
arately or grouped in the various ways possible. 
Thus, the laboratory findings are of great im- 
portance. The anemia may be mild or severe. 
The degree of jaundice varies but is as a rule 
proportionate to the degree of anemia. On the 
other hand the patient may be “more icteric 
than sick” (Chaufford). The percentage of 
reticulocytes varies within wide limits, and nu- 
cleated red cells may be found in large numbers. 
In every case of spherocytic jaundice a blood 
smear will show many erythrocytes, the diameter 
of which is much smaller than normal. In all 
cases suspected of this disease, a wet preparation 
should be studied. In this the small cells are 
seen to appear spherical. The average diameter 
of these cells is from 5 to 6 micra, but the thick- 
ness of the cells compensates for the decrease 
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in diameter so that the volume index is normal 
or only slightly below normal. The finding 


most important besides the evidence of sphero- } 


cytes is the increased fragility of the cells when 
subjected to the action of hypotonic salt solution. 
In spherocytic jaundice, hemolysis begins be- 
tween .6 per cent and .48 per cent and is usually 
complete at .42 per cent; whereas in normal 
blood, it usually begins at .42 per cent and is 
complete at .34 per cent. In other words, as 
compared to normal blood, the hemolysis is 
usually complete in the same tube in which it 
begins in the control. Other laboratory findings 
which may be found are a high icterus index, 
highly colored urine due to excreted urobilinogen 
and urobilin, and increased color of the stools 
for the same reason. 


The case reports which are to be presented in 
detail are of members of the same family, the 
mother, 2 children by her first marriage and 1 
child by her second marriage. Splenectomy has 
been performed upon each of these for the treat- 
ment of spherocytic jaundice. The remaining 
members of this family have been investigated 
and 2 additional cases of spherocytosis have 
been found. Both of these individuals have 
occasional attacks of jaundice, but no other 
symptoms or signs have been demonstrable. 


CASE I. A. S., a 46 year old married white woman 
was admitted to the hospital because of shortness of 
breath and general weakness. The patient’s present 
illness dated back approximately 20 years during 
which time she had had frequent attacks of vaginal 
bleeding. During this period, there had been 3 oc- 
casions when the hemorrhage was more profuse, and 
shock developed. At these times it was found that 
the patient had so severe an anemia that blood trans- 
fusions were necessary as life saving measures. One 
year before this admission, the patient became com- 
atose following a minor infection; and at that time 
it was likewise found that there was a profound 
anemia which required transfusions. In the months 
that followed, her condition was fair. Two weeks be- 
fore her present admission to the hospital, she began 
to have rather severe vaginal bleeding. This was in 
spite of the fact that her last menstrual period was 
1 year previous. The bleeding stopped after a week 
of profuse flow. The patient stated that in the 4 
months immediately prior to this admission, she had 
had severe pain in the left upper abdomen and flank. 
This patient is the mother of the following 3 cases 
which will be reported. 


Physical examination showed a well developed and 
well nourished woman 46 years of age who had a pe- 
culiar yellowish tinge to the skin. The sclera were 










Septen 


icteric. 
There 
apex. 
large 1 
This € 
the ri 
the m 
tendec 
Pelvic 
hemog 
count, 
per ce 
plete 
Janua 
The g 
and 
stone: 
spleen 
recov' 
sclera 
after 
spleer 
olytic 
opera 
peate 
norm 
tests 
sphet 


CA 
the ¢ 
with 
short 
vious 
hosp’ 
anen 
evid 
acute 
had 


per 
cede 
Was 


PI 
velo 
peat 
pale 
tive. 
be 1 
the 
3 cr 
palp 
mai 
mar 
red 
culc 
com 
mic 
atte 


ber, 1941 


normal 
finding 
sphero- 
ls when 
olution, 
‘ins be- 
usually 
normal 
and is 
rds, as 
lysis is 
hich it 
indings 
index, 
linogen 
» stools 


ited in 
ly, the 
and 1 
ny has 
 treat- 
aining 
‘igated 
> have 

have 
other 


woman 
ess of 
present 
during 
vaginal 
3 oc- 
e, and 
d that 
trans- 
. One 
- com- 
t time 
found 
nonths 
ks be- 
began 
vas in 
1 was 
week 





the 4 
e had 
flank. 


cases 


1 and 
a pe- 
were 


September, 1941 


icteric. The heart was slightly enlarged to the left. 
There was a blowing, systolic murmur heard at the 
apex. The blood pressure was 116/60. There was a 
large mass in the left upper quadrant of the abdomen. 
This extended down to the iliac crest and slightly to 
the right of the midline. A notch could be felt in 
the mesial border. The liver was enlarged and ex- 
tended 3 fingers’ breadth below the costal margin. 
Pelvic examination was negative. Laboratory data: 
hemoglobin, 59 per cent; red count, 3,110,000; white 
count, 6,600; platelet count, 300,000; reticulocytes, .6 
per cent; fragility, initial hemolysis .72 per cent, com- 
plete 50 per cent. Splenectomy was carried out on 
January 20, 1940. A large firm spleen was removed. 
The gallbladder was found to be chronically inflamed 
and surrounded by many adhesions. There were 
stones palpable in the gallbladder. No accessory 
spleens were found. The patient made an uneventful 
recovery following operation. The icteric tint of the 
sclera and of the skin disappeared within 2 hours 
after operation. Pathological examination of the 
spleen showed the typical findings of congenital hem- 
olytic icterus. The weight was 2,463 grams. Since 
operation the patient has been followed closely. Re- 
peated examinations of the blood show a return to 
normal level of the red blood cells, but the fragility 
tests remain much the same as before operation and 
spherocytes are still found in a fresh blood smear. 


CASE II. E. S., a 22 year old single white girl, 
the daughter of A. S., was admitted to the hospital 
with the chief complaint of weakness associated with 
shortness of breath. During the period 4 years pre- 
vious to this admission, the patient had been in the 
several occasions because of severe 
On two of these admissions, she showed 
evidence of an icteric tint to the skin. During these 
acute attacks, the patient was quite ill, very weak and 
had difficulty in getting her breath. The red blood 
count was found at these times to have been 2,000,- 
000 or less. The hemoglobin had been as low as 40 
per cent. All of these attacks were apparently pre- 
ceded by an upper respiratory infection. Past history 
was otherwise negative. 


hospital on 
anemia. 


showed a fairly well de- 
veloped and nourished girl of the stated age who ap- 


Physical examination 


peared acutely ill. The mucous membranes were quite 
pale. Examination of the heart and lungs was nega- 
tive. In the left upper quadrant, a firm mass could 
be palpated. The lower margin of this mass was at 
the level of the umbilicus, and a notch could be felt 
3 cm. to the left of the midline. The liver edge was 
palpable 2 cm. below the costal margin. The re- 
mainder of the physical examination was not re- 
markable. Laboratory data: hemoglobin, 32 per cent; 
red cell count, 1,600,000; platelet count, 135,000; reti- 
culocytes, .4 per cent; fragility, initial .62 per cent, 
complete 44 per cent. The blood smear showed many 
microcytes and the wet preparation, spherocytes. An 
attempt had been made previous to surgical consulta- 
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tion to control the anemia by means of blood trans- 
fusions. However, within 24 hours the red blood 
count would again return to between 1,500,000 and 
2,000,000. After several of these transfusions had 
been given, splenectomy was advised and accepted. 
A transfusion was given immediately before opera- 
tion, and splenectomy was performed. One accessory 
spleen, 12 mm. in diameter, was removed from the 
region of the splenic pedicle. The gallbladder was 
filled with calculi. The patient’s immediate postoper- 
ative recovery was excellent. Two weeks following 
operation, the patient complained of severe head- 
aches. Several days later, the patient had a general- 
ized convulsion which cleared up immediately and 
left no evidence of residual paralysis. During this 
period, the patient’s platelet count was in the region of 
1,000,000 or above and it was thought probable that 
she had had a thrombosis of a cortical vessel. Path- 
ological examination showed a spleen weighing 1915 
grams with the microscopic characteristics of congen- 
ital hemolytic jaundice. Since operation the hemo- 
globin and red cell count have been within the range 
of normal. There has been no recurrence of jaundice. 
However, the patient has shown increasing evidence 
of nephritis as shown by the urinary findings. 


CASE III. G. S., a 21 year old single white male 
entered the hospital because of severe pains in the 
left side which had been present for 2 years. He is 
the son and brother of the above 2 cases. During the 
past year, the pain in the left upper abdomen had been 
of such severity as to keep him from his employment. 
The patient also complained of frequency of urina- 
tion, and a complete urological examination had been 
carried out because of this. Nothing abnormal had 


been found. 


Physical examination showed a fairly well de- 
veloped, white male of the stated age with an icteric 
tint to the sclera and skin. The patient had the ap- 
pearance of a chronic illness. Physical examination 
was negative with the exception of the local abdomin- 
al findings. A mass could be palpated in the left up- 
per quadrant. This extended 3 cm. beneath the costal 
margin. The liver was not palpable. Rectal examina- 
tion was negative. Laboratory data: hemoglobin, 
95 per cent; red cell count, 4,660,000; platelet count, 
370,000; reticulocytes, .4 per cent. A blood smear 
showed many microcytes and a wet smear showed 
spherocytes. Initial hemolysis occurred at .68 per cent 
and was complete at .44 per cent. Splenectomy was 
performed on November 29, 1939. A rather large 
spleen which was quite firm was removed. There was 
no evidence of an accessory spleen. The gallbladder 
was normal in appearance and to palpation. The pa- 
tient’s postoperative course was uneventful with the 
exception of bronchial pneumonia which responded to 
specific therapy. The spleen weighed 945 grams and 
microscopic sections showed marked congestion of 
the pulp. One year following operation, the patient 
complained of pain in the left elbow. X-ray examin- 
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ation at that time showed a destructive process in 
the left radius and similar destructive processes in 
various bones of the body. A biopsy of the head of 
the left radius was taken and a tumor was found 
which proved to be a papillary adenocarcinoma. In 
spite of careful investigation by all types of exam- 
ination, the primary site cannot be found. 


CASE IV. D. S., a 5 year old white boy, the son 
of Case I and the half brother of Cases II and III, 
was admitted to the hospital because of recurrent 
attacks of abdominal pain. These attacks of abdomin- 
al pain always occurred following an upper respira- 
tory infection. During these attacks, the patient be- 
came nauseated and vomited. There was marked 
abdominal distention and a very large increase in the 
size of the spleen. The child had had an icteric tint 
to the sclera. Examination showed a fairly well de- 
veloped child of the stated age whose skin had a 
peculiar pallor. The abdomen was protuberant. The 
spleen could be palpated 2 fingers’ breadth below the 
costal margin. The liver was enlarged and could be 
palpated a finger’s breadth below the costal margin. 
Laboratory data: hemoglobin, 74 per cent; red cell 
count, 3,730,000; platelet count, 450,000; reticulocytes, 
& per cent; fragility, initial hemolysis .60 per cent, 
complete .48 per cent. Splenectomy was done on 
March 13, 1941. A spleen about 3 times the normal 
size was found. It was quite firm and bluish in 
color. Three small accessory spleens varying in size 
from 5 mm. to 8 mm. were likewise removed. The 
patient’s postoperative course was uneventful. The 
spleen weighed 205 grams, and on microscopic section 
the pulp was found to be congested. Following oper- 
ation the anemia disappeared though the spherocytosis 
and increased fragility remained. 


Splenectomy offers the only permanent relief 
of symptoms and may even be advisable in those 
who are symptom free because of the potential 
seriousness of the disease. During a crisis, the 
patient should have general measures and symp- 
tomatic therapy with transfusions if the anemia 
is of sufficient degree to demand it. This permits 
the splenectomy to be carried out during a latent 
phase. There are a few cases, such as the second 
presented here, in which the splenectomy must 
be carried out during a crisis because of the 
inability to combat the condition with transfu- 
sions. This has been brought out by Doan and 
his co-workers, and Dameshek who has recently 
reported 3 cases of acute crises occurring in in- 
dividuals of the same family within a period of 
9 days. There can be no doubt that operating on 
a patient in a condition of acute crisis is much 
more dangerous than when the patient has been 
restored to a latent stage, but there are certain 
cases that demand such treatment. There is 
general agreement that following splenectomy 





ILLINOIS MEDICAL JOURNAL 





September, 194] 


the clinical signs and symptoms do not reappear, 
This is in spite of the fact that the tendency to 
increased fragility and spherocytosis remains, 
As far as the operation itself is concerned, the 
technical procedure has been decribed by many. 
One item of utmost importance is the carefy] 
search for accessory spleens; for if they are 
allowed to remain, there will be a recurrence of 
the condition and severe hemolytic crises are 
likely to recur. Following splenectomy the great 
increase in the number of blood platelets pre- 
disposes to venous thrombosis. In anticipation 
of this, heparin has been advocated and used 
with success following surgery because of the 
danger of thrombosis of the splenic vein and its 
attendant sequelae. This would be particularly 
true in those cases in which thrombosis of the 
splenic vein was found during operation because 
heparin might prevent the extension of the 
thrombus. 


In summary, 4 cases of typical spherocytic 
jaundice are presented which have occurred in 
2 generations of the same family. Splenectomy 
has given uniformly good results as far as the 
clinical symptoms are concerned. This is not a 
rare condition and should be considered in the 
differential diagnosis in all patients showing 
jaundice. 


I wish to thank Dr. Milton Bohrod and Dr. 
E. J. Kraus for their cooperation in these studies. 
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ANOTHER USE FOR THE GASTROSCOPE 


The possibility that certain types of cancer growths 
of the gastrointestinal tract may be diagnosed by 
means of a gastroscope (an instrument for inspecting 
the interior of the stomach) is suggested in The Jour- 
nal of the American Medical Association for July 19 
by C. Norman Giere, M.D., El Paso, Tex. 
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FACTORS INFLUENCING THE END 
RESULTS OF SURGERY FOR 
DUODENAL ULCER 
J. R. BuCHBINDER, M. D. 

CHICAGO 
Progress in fundamental surgical knowledge 
and technique has been marked by a progressive 
diminution in the number of surgical procedures 
used for a given lesion. Such advances have been 
made chiefly because of increases in our knowl- 
edge of physiology and pathology. Thus we know 
that the efficacy of our operative therapy is us- 
ually in inverse ratio to the number of funda- 
mentally different procedures used in the treat- 
ment of a disease. Thyrotoxicosis, bile tract in- 
fections, carcinoma of the colon, are typical ex- 
amples of operative standardization. Peptic ul- 
cer, but duodenal more than gastric, remains as 
perhaps the best example where standardized in- 
dications for operative intervention require spe- 
cific consideration of the type of procedure to 

be used. 

That we have made considerable progress in 
the surgical treatment of chronic duodenal ulcer 
in the past generation, particularly during the 
past decade, is indicated by the sharp drop in the 
number of operative procedures deemed physio- 
logically sound. Pyloroplasty, simple excision, 
whether by knife or cautery, Y anastomosis, 
entero-anastomosis, sleeve and wedge resection, 
the Billroth I and a host of lesser known gadget- 
like repairs have all but dropped from serious 
discussion. 

We may preface any discussion of the surgery 
of duodenal ulcer with the statement that there 
is unity of opinion on the surgical indications. 
It is the premise of this paper that gastro- 
jejunostomy is not the operation of choice for 
chronic duodenal ulcer and that we have no de- 
pendable criteria that enable us to anticipate the 
high percentage of poor results following the 
routine and indiscriminate use of this operation. 


It is now an universally accepted view that 
high acid values play the dominant role in ulcer, 
that ulcers which have persisted in the presence 
of excessive free HC1 will heal with the complete 
and permanent elimination of HC1. Whatever 


— 
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constitutional defect back of ‘this lesion, so far 
as local conditions are concerned, this concept 
seems irrefutable. Patients who obtain complete 
and lasting surgical relief from duodenal ulcer 
always show two things: HC1 values approxi- 
mating zero and a rapidly emptying stoma. 
Conversely surgical failures other than those due 
to gross technical errors are well nigh universally 
associated either with a failure to obtain or to 
maintain low acid values or with a slow function- 
ing stoma. All discussion of the surgery of ulcer 
necessarily hinges upon these changes in gastric 
secretory and motor functions. 


The historical antecedents of present day 
gastro-duodenal surgery have been too frequently 
told to need detailed recapitulation. Twenty 
years ago the continental group headed by 
Finsterer, Haberer, Payr, Clairmont and others, 
advanced the premise that in too large a per- 
centage of cases gastro-jejunostomy does not 
lead to the healing of duodenal ulcer. In 1926 
Finsterer stated that with the exception of per- 
forations, he had done routine resection since 
1919, that in his work “gastro-jejunostomy oc- 
cupies a minor place;” and this at a time when 
resection involved the removal of not more than 
one-third to half of the stomach. The experience 
of Berg was slow in acceptance by American 
surgeons when he stated in 1930 that as far back 
as 1920 a ten year follow-up on cases of gastro- 
jejunostomy for duodenal ulcer showed unsatis- 
factory results, and that cases with this operation 
never measured up to the standard of resected 
cases. In the light of our present knowledge of 
gastric physiology and with the memory of the 
mortality following resection done twenty years 
ago, this hesitation is understandable. 


The earlier concepts of gastro-jejunostomy 
regarded it primarily as a short-circuiting opera- 
tion. It was felt that providing a new stoma 
necessarily provided an exit for gastric contents 
and acid, and so immobilized and protected the 
duodenum. It was assumed, however, that suf- 
of duodenal contents 


ficient regurgitation 


through the stoma provided adequate neutraliza- 
tion of acid gastric contents. For more than a 
quarter of a century this idea prevailed. In fact, 
in American literature it is only during the past 
decade that accumulating evidence has been com- 
piled to show the gastro-jejunostomy performed 
in the presence of high free acid values carries 
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with it a forbiddingly high percentage of recur- 
rence and jejunal ulcer. During the early years 
of the advocacy of resection for this lesion, our 
literature abounded with statistical compilations 
contrasting the unjustifiably high mortality of 
resection with that of the conservative operation. 


Chief among the earlier arguments were the 
following: Duodenal ulcer is a Lenign lesion 
neither requiring nor justifying gastric resec- 
tion. Abundant statistical reports were repeat- 
edly placing the rate of “cure” at around 90%. 
When failure occurred, by some men it was re- 
garded as no more serious than a failure fol- 
lowing medical management, and a too frequent 
argument for the procedure that improperly 
made or placed stomata explained many failures. 


Since the advent of gastric surgery, there has 
been and there still is a difference of interpreta- 
tion as to what constitutes a surgical cure of 
peptic ulcer. In formulating acceptable criteria 
for a surgical cure it would seem logical to 
designate as a cure only such cases where further 
continued medical and dietetic management was 
no longer necessary. It would hardly seem sen- 
sible even to classify as improved cases requiring 
alkalis, belladonna and the dietetic and physical 
restrictions commonly applied in the medical 
management of cases. That there is such an un- 
justifiably high percentage of such cases in the 
so-called “improved” group following gastro- 
jejunostomy, and as has been stated before, a 
larger group than statistical compilations would 
indicate, and that persistingly high free acid 
values are almost uniformly present, has been 
shown by many-careful studies. Even among 
the group classified as cured who remain symp- 
tom free, it is a matter of common observation 
that they frequently do so by avoiding what they 
regard as dietary indiscretions. Back of a cer- 
tain lack of gastro-duodenal stability to which 
gastro-enterostomized patients are subject are 
some interesting and pertinent physiologic facts. 
Fundal mucosa, the source of HC1, is more re- 
sistant to acid than is the pyloric mucosa, and far 
more resistant than the duodenum; the relative 
infrequency of ulcer in the fundic portion bears 
witness to this fact. The relatively greater ease 
with which non-malignant gastric ulcer yields 
to medicinal management is a further pertinent 


fact. On the other hand, duodenal ulcer, even 
the so-called uncomplicated variety, has fre- 
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quently been designated as a life-long disease and 
when such a lesion becomes intractable through 
penetration, it virtually never heals until free 
HC1 values approximate zero. This intolerance 
of the duodenum to acid is seen to a greater 
degree in the jejunum as evidenced by the fact 
that gastro-jejunostomy performed for a mistak- 
en diagnosis of duodenal ulcer has been followed 
by jejunal ulcer. 

The fact that the highest percentage of satis- 
factory response following gastro-jejunostomy 
for duodenal ulcer is in patients of middle and 
advanced years who commonly have low acid 
values to begin with is another case in point. 
While gastro-jejunostomy is relatively a safe 
procedure in the presence of cicatricial pyloric 
stenosis, there is a greater incidence of jejunal 
ulcer following a Finsterer exclusion, in which 
a high resection is done and the ulcer not re- 
moved, emphasizing again the role of the fundal 
mucosa in our surgical failures. 

Countless tabulations of gastric chemistry fol- 
lowing pyloroplasty, gastro-jejunostomy and 
resection have been made. That resection of an 
ulcer with the anterior half of the pyloric sphinc- 
ter cannot adequately reduce acid values, even 
when the emptying time is reduced, is obvious. 
Gastro-jejunostomy, though commonly lowering 
the acid level, similarly fails at reduction to a 
safe level. 

The facts summarized in the foregomg dis- 
cussion have compelled us to recognize the direct 
relationship between acid and ulcer and are re- 
sponsible for the rapidly increasing trend toward 
resection during the past five years. In the ab- 
sence of specific knowledge as to why ulcer may 
occur in the presence of a normal acid level, or 
why an individual with a high level may have 
no ulcer, it would seem illogical to attempt to 
classify the origin of the lesion as acidic or in- 
fective and upon such doubtful criteria determine 
a specific form of operative attack. 

What then should be regarded as a minimum 
standard for a satisfactory post-operative result? 
We must be able to tell the patient that his 
pain will permanently stop; that his bleeding 
will not return; that he will be able to resume 
his normal physical activity without recourse to 
dietetic regime, alkalinization or other specific 
forms of medicinal therapy. This means, barring 
technical error, that the original ulcer will not 
recur, or if not directly removed, will heal, and 
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cond, that a new ulcer at the stoma will not 
form. It is recognized, of course, that a small 
percentage, varying in different clinics, will nec- 
essarily need to follow certain physical and 
dietetic restrictions ; nevertheless, no convincing 
argument can be levelled against the statement 
that the production of a state of anacidity will 
most frequently assure such end results. 

The hazards of resection are naturally depend- 
ent upon the experience of the surgeon and the 
physical status of the patient, and the frank 
admissions of high mortality, in one instance, 
18%, that experienced gastric surgeons have 
made of their early work is a matter of record. 
Present mortality averages for radical resection 
average from 2 to 6 or 7%, the average in com- 
petent hands being probably under 5%, a con- 
trast with Finsterer’s own statement that his 
mortality before the war, due to lack of experi- 
ence, was 16.6%. The fact that the time com- 
monly required in the earlier years of resection 
ranged above three hours and now in experienced 
hands is two hours or even less, plus the routine 
use of blood transfusion, have been prime factors 
in this striking reduction in mortality. If we 
place the minimum mortalty of gastro-jejunos- 
tomy at 1%, and this .. surely well below the 
average the country over, and if to this group of 
cases is added the mortality of secondary opera- 
tions in the failures, then even a primary 5% 
mortality is within justifiable limits. This, of 
course, does not take into account a minimum 
mortality in medical cases due to hemorrhage or 
perforation, estimated by Berg at 1%. The above 
reasons are primarily responsible for the pre- 
ferred position of resection by a steadily increas- 
ing number of American surgeons. 

The chief hazards directly responsible for 
mortality are age or debility, anemia from severe 
or frequent bleeding, inflammatory fixation and 
obesity. Surgical access to the upper third of 
the stomach varies considerably, and when lim- 
ited may add greatly to the hazard, as may an 
inaccessible duodenum, and such factors must be 
given due consideration before resection is begun. 
Nevertheless, in all groups representing added 
hazard, the scope of resectability has been mark- 
edly advanced in the past ten years and will be 
further advanced in the years to come. 

Gastro-jejunostomy is definitely not suited in 
the younger age group, and the present tendency 
is to extend the age limits of this group. The 
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highest percentage of failures, it is well con- 
ceded, fall in the third, fourth and fifth decades 
of life. At any age when the severity or fre- 
quency of hemorrhage indicates surgery, this is a 
dubious procedure. The small stomach and wide 
open pylorus are similarly associated with a high 
rate of failure. 

Patients of advanced years requiring surgery 
because of intractable pain commonly have acid 
levels below the ulcer maximums. Such patients 
who, however, represent a relatively small per- 
centage of the entire duodenal ulcer group com- 
ing to surgery, may justifiably be considered 
suitable for gastro-jejunostomy. And yet in this 
group, resection is to be desired if the experience 
and judgment of the surgeon justifies it. 

A word must be said about pyloric stenosis. 
During this period when resection has been pro- 
gressively replacing gastro-jejunostomy for in- 
tractability and bleeding, benign cicatricial 
stenosis is still considered in the majority of in- 
stances a condition requiring only a new stoma. 
In the older age groups and in technically dif- 
ficult cases this statement is for the most part 
true. In the younger age group the cause of 
retention should be carefully studied to eliminate 
a temporary block on the basis of edema. Such 
edema commonly yields to continued gastric suc- 
tion and in this particular group may make the 
case unsuitable for gastro-jejunostomy. In the 
younger age group with stenosis, particularly if 
the free acid level be high, resection still remains 
the preferable procedure, provided the hazardous 
difficulties mentioned are not present. 

With technical variations representing indi- 
vidual preferences that are essentially minor in 
scope, partial gastric resection for duodenal ulcer 
is a standardized procedure. As such is meant 
the removal of ulcerated duodenum and at least 
two-thirds of the stomach, the Polya technique or 
one of its modifications being the method of 
choice. A mere antrectomy is not a resection in 
the present accepted sense. Anything less than so 
wide a removal of stomach tissue will likely fail 
in the desired reduction of acid level and will 
also result in a slowed emptying time, since it is 
well recognized that the more proximal the 
stoma, the more rapid the emptying time. It 
seems highly probable in a critical analysis of 
failure in resection cases, it would be found that 
in many instances the resection fell short of the 
required high level. 
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It we are to keep our operative mortality to a 
justifiable minimum, avoid technical errors con- 
tributing to defeat, and assure the patient a 
cure, the routine observance of a number of con- 
ditions during and following operation are nec- 
essary. 

The pre-operative passage of a suction tube 
far enough to pass the stoma into the jejunum 
should be regarded as an essential, and may in 
the event of temporary difficulty with the stoma 
prove as valuable as a jejunostomy. 

The resectability of the ulcer itself will depend 
considerably upon individual technical experi- 
ence. The difficulties associated with the closure 
of a short or inaccessible duodenal stump must 
be duly appraised beforehand. In cases in which 
the presence, location or character of an ulcer 
are in doubt, it cannot be too strongly empha- 
sized that inspection of the duodenum through 
an adequate incision in the antrum is of utmost 
importance. There is wide variation in the ac- 
cessibility of the duodenum; an ulcer demon- 
strated by x-ray may be difficult to find on the 
table, particularly if it be on the posterior wall 
where more than 70% of them occur. Further- 
more, it is vitally important that the surgeon 
not burn his bridges by cutting across an in- 
durated duodenum that cannot safely be closed, 
when resection with exclusion would prove safer. 

It is well known that an exaggerated notion of 
the amount of stomach removed will be obtained 
if this amount be judged by the resected distal 
portion. Unless one gets well up on the lesser 
curvature to the level of the left gastric artery, 
the resection will fall short. The same error 
with regard to the greater curvature must be 
avoided, for unless a corresponding amount of 
greater curvature, requiring an almost transverse 
incision, is removed, impairment of motor func- 
tion with consequent slow emptying may result. 

The matter of post-operative motor function 
must particularly be emphasized, since one of the 
two objects of the operation is that of obtaining 
rapid emptying. The formation of a spur at the 
lesser curvature not only does not interfere with 
the function of the stoma, but is considered de- 
sirable in that it deflects contents from the prox- 
imai loop. 

The greater curvature must, however, join the 
efferent portion of the jejunal loop with no spur 
formation and any failure to observe this rule 
will slow the emptying time or obstruct, if the 
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spur is large enough. Post-operative fullness 
and distress are often due to this error. 

It seems hardly necessary to emphasize the 
need for fluid and electrolyte balance or the nee- 
essity for an accurate check upon intake and out- 
put. In no type of abdominal surgery is such 
accurate check more necessary. Blood transfu- 
sion at the conclusion should be routine. The 
use of continuous suction we believe to be very 
necessary, not merely for safety in the event of 
accidental obstruction, but as a source of infor- 
mation on the function of the stoma. When the 
stoma functions properly retention, even in the 
first forty-eight hours, will run low. Edema or 
spur, particularly the latter, usually account for 
retention. We believe that post-operative motor 
failure due to atony must be rare. 

There is a wide difference of opinion on the 
matter of post-operative feeding. Many sur- 
geons are still inclined to starve all post-opera- 
tive abdominal cases, sometimes for as long as 
five or six days. It is our very definite opinion 
that any post-operative patient who is hungry, 
may, within reasonable limits as to types of 
food, of course, be fed, and that gastric resection 
is no exception to this opinion because of any 
danger to the suture line. In this connection a 
statement by Alvarez is worthy of quotation: 
“From what is known of the motor functions of 
the digestive tract, it seems probable that some 
paresis of the bowel and the attendant bloating 
seen after many operations is attributable to the 
usually enforced fasting with the stoppage of 
those swallowing movements which normally 
start waves moving down the bowel. In such 
cases a physiologist would feel inclined to urge 
the surgeon to try the giving of food as early as 
he dared, and perhaps earlier than is the custom 
at present. 

“So far as I know there is no evidence to show 
that hunger contractions in stomach and bowel 
are easier on suture lines than are the contrac- 
tions produced by the giving of water and soft 
food.” 


For many years we have encouraged the swal- 
lowing of water, tea, broth, thick soups or cooked 
cereals as early as the second day. Not only do 
we urge feeding by the third or latest the fourth 
day, but we are prone to anticipate trouble 
when the patient shows no desire to eat or has 4 
feeling of fullness when small amounts of food 
are taken. The suction tube need be left in no 
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longer than to assure that retention will not oc- 
cur. If on the third or fourth day retention is 
not in excess of 200°cc., the tube may be re- 
moved. 

By way of summary, it is pointed out that in 
the operative treatment of chronic duodenal ul- 
cer the goal is anacidity and a rapid gastric em- 
ptying time. BS 

That used indiscriminately or as routine gas- 
tro-jejunostomy will fail in a large percentage 
of cases. 

Partial resection, by accomplishing this goal 
in the largest percentage of cases leaves the 
smallest percentage of recurring and marginal 
ulcer, and while not routinely possible, is by far 
the more desirable procedure. In certain case 
groups its use is mandatory and increasing ex- 
perience and markedly lowered mortality fig- 
ures have made it applicable in the great major- 
ity of cases. 


DISCUSSION 


Dr. John A. Wolfer, Chicago: I hope you have 
all been impressed as much with this paper as I 
have been. Dr. Buchbinder was kind enough to send 
me a copy of this paper a few days ago and I have 
had the opportunity of reading it calmly and with 
thought, and he certainly does express a high ideal 
and gives us some very basic surgical and physiologi- 
cal principles for the surgical control of duodenal 
ulcer. 

Personally, I have had considerable experience with 
the so-called lesser procedures such, for instance, 
as pyloroplasty, and it has been considerable time 
now that I have completely abandoned it because of 
the high incidence of recurrences. 

Of course we have all had experience with gastro- 
jejunostomy. He called attention to two points which 
I think should be stressed: One, the performance 
of a gastro-jejunostomy in the presence of an obstruc- 
tion. I think he rightly stresses the fact that we must 
be sure that the obstruction is not a temporary block 
by edema due to an active ulcer, because if you 
perform a gastro-jejunostomy you will have a chance 
of having a recurrence in the form of a marginal 
ulcer. 

I also can verify his conclusion and statement also 
that if you perform a gastro-jejunostomy for that 
type of ulcer associated with hyperacidity, hyper- 
motility in a nervous individual, you are simply court- 
ing disaster. A high percentage of marginal ulcers 
will ensue. 

It might be interesting to call attention to one 
other aspect and that is some of the factors concern- 
ing the safety of the operation. I think many men 
shy away from a gastric resection because of the 
dangers of the procedure. There are a few sidelights 
which might be considered. 
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One is the assurance that the stomach is empty 
over a period of time to allow it to contract down 
if it has been dilated previously. 

Secondly, another factor which we have been work- 
ing on for the past few years is that dealing with 
the nutritional status of the patient. A starved pa- 
tient will not respond to a surgical procedure like 
the individual who is well-nourished and in a good 
state of vitamin balance. We have reported on sev- 
eral occasions on the matter of utilization of vitamin 
C for re-establishing a vitamin C saturation during 
the treatment of these cases. 

Sir Reginald Payne reported a few years ago that 
probably the largest percentage of those cases that 
die following gastric resection die from leakage at 
the site of the anastomosis because of lack of wound 
healing. 

He also found when these patients were saturated 
with vitamin C, the mortality from that cause became 
almost negligible. It is a factor that adds to the 
safety of the procedure, and when we make the pro- 
cedure safe, it will be more commonly used. 

Another factor is that in high resections it is im- 
portant, if you do a transcolic or posterior anasto- 
mosis, that the transverse mesocolon does not impinge 
upon the efferent or afferent loops of jejunum. Re- 
cently we have been doing an antecolic operation and 
bring a rather long loop anterior to the colon rather 
thah to have to pull the transverse mesocolon high 
up in the abdomen, fix it under tension, and have it 
slip down and obstruct the jejunal loops. 

I am not quite as sure as Dr. Buchbinder is rela- 
tive to the cure, — that we can take a patient who 
has a duodenal ulcer — and we know there is a 
duodenal ulcer status — and allow this patient al- 
ready on a low threshold as far as gastric integrity 
is concerned to indulge in the stress and strain of 
life, eat and drink indiscriminately, abuse himself 
after he has had a gastric resection when he could 
not stand it when he had a normal stomach, I do 
not believe that will work out in 100 per cent of 
cases. 

There is one question I should like to ask in clos- 
ing, that is, in the penetrating duodenal ulcers whether 
Dr. Buchbinder recommends the removal of the ulcer 
or whether he advocates the exclusion resection ad- 
vocated by Finsterer. This procedure certainly re- 
duces the length of the operation and danger of 
leakage from a stump that cannot be sutured very 
well. 

I appreciated Dr. Buchbinder’s paper very much. 


Dr. J. R. Buchbinder, Chicago (closing): In one 
section of the paper which I omitted because of lack 
of time was discussed this question which Dr. Wolfer 
brought up and upon which hinges the choice of pro- 
cedure. There are cases in which it is physically 
impossible to do a resection or to do it without a con- 
siderable degree of hazard to the patient. 


In exposing the ulcer, in identifying it as an ulcer, 
the lesion having been demonstrated by x-ray, it some- 
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times and in fact frequently is necessary to open the 
duodenum beforehand to identify the ulcer, to know 
the amount of duodenal fixation, its depth, and so 
on, and it is not always easy with a deeply-lying 
duodenum to mobilize that organ. 

I think it is very important to hesitate if your 
line of resection through the duodenum involves an 
area of induration which will make a safe closure 
impossible. I once saw one of our most competent 
gastro-intestinal surgeons work for nearly three hours 
trying to close such a duodenum, and every one of 
us gets into such a mess at least once. 

I think if there is any question about duodenal 
closure, a Finsterer exclusion should be used. It has 
been shown that the percentage of acid reduction is 
not quite so marked in the case of a partial duo- 
denectomy. However, there can hardly be any ques- 
tion of choice between a gastro-jejunostomy and a 
Finsterer exclusion with resection. 

Those who heard Dr. Wangensteen last night must 
have been impressed with one series of experiments 
he did which I think have a direct relationship to 
the discussion here, — the relationship of ulcer to 
acid, — and is worth while repeating. 

He did a gastro-jejunostomy on a dog and then 
gave the dog histamine and was able to produce 
in a dog, by the injection of histamine, ulcer of the 
jejunum — marginal ulcer. . 
ALLERGY TO THERAPEUTIC 

SUBSTANCES 

SamvueEt M. Fernsera, M.D. 

CHICAGO 


In the last quarter of a century interest in 
allergic factors as causes of disease has assumed 
increasingly widening proportions. From the 
original simple idea of the inclusion of hay fever 
and asthma as allergic manifestations the al- 
lergic concept has developed to include eczema, 
migraine, urticaria, gastrointestinal syndromes, 
contact dermatitis, purpura, Henoch’s purpura, 
granulocytopenia, canker sores, bladder irrita- 
tions, unexplained fevers, phases of some of the 
infectious diseases, and perhaps other types of 
disease. This group of allergic ailments has had 
for its etiologic agents natural causes such as 
the foods ingested and the particles inhaled from 
the air. 


While interest in allergy has been spreading, 
modern medical progress has been responsible in 
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the same period for the tremendous growth in 
the development of numerous, and in many in- 
stances specific, therapeuti¢ agents. These new 
substances, coupled with a*greater use and wider 
elaboration of older agerits, have resulted in an 
extensive exposure of the population as a whole 
to a wide range of materials which can be re. 
garded as foreign to the bfdy. It is, therefore, 
not surprising to observe,sthat with the increas- 
ing use of such therapeutic agents there is a 
concomittant increase in the incidence of in- 
tolerance to them. The reactions to such forms 
of medication as sera, vaccines, drugs and hor- 
mone injections, may vary from simple local 
swelling and irritation to urticaria, rhinitis, 
asthma, dermatitis, liver, kidney or brain dam- 
age, blood changes and anaphylactic shock and 
death. Since this etiologic phase of allergy is 
unnatural and man-made, we, as_ physicians, 
have a greater responsibility when such disease 
occurs. Many practitioners have felt that the 
new upstart allergy was not of their concern but 
was to be left to the mercy of that group of 
gentlemen who are caricatured as hunting dogs 
with their noses on the scent of the house dust 
allergen or similarly elusive quarry. However, 
no matter what the inclination or the specialty 
of the ph§sigjan, the use of drugs and injections 
in the treatment and prevention of disease is 
common to all. It behooves, therefore, every 
physician to give some thought to the possibility 
of illness resulting from his own treatment, not 
by virtue of toxic doses administered but by rea- 
son of abnormal susceptibilities of the patient. 


SERUM REACTIONS 


Untoward reactions from the use of animal 
sera are perhaps the most important type of 
man-made allergy. These sera are usually de- 
rived from the horse and, due to increasing im- 
munological progress, their numbers are increas- 
ing from year to year. The different types of 
reactions to animal serum are not always clearly 
defined in the mind of the practitioner, although 
the clinical significance, prognosis and preven- 
tion of each type are considerably different.’ 


Serum reactions may be divided into two 
groups: ordinary serum sickness, and immediate 
serum reactions. Serum sickness is an acute 
disease occurring about nine or ten days follow- 


ing the injection of serum. It consists of itch- 
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ing, urticarial skin eruptions, usually associated 
with fever, often accompanied by joint pains and 
swellings, enlargements of lymph nodes and at 
times albuminuria or neurological complications. 
This type of phenomenon occurs in the majority 
of persons receiving serum injections, the in- 
cidence varying from about 10 to 90 per cent, 
depending on the amount of serum administered, 
the route of administration and the degree of 
refinement of the material. Serum sickness is 
considered to be the result of the interaction be- 
tween some of the uneliminated serum proteins 
and the gradually increasing antibodies produced 
as a result of the serum injection. The signifi- 
cant facts are that serum sickness, although un- 
comfortable and inconvenient, is not serious and 
its likelihood cannot be ascertained by a previous 
history or skin test, for the simple reason that 
the patient was not sensitive prior to the injec- 
tio but was made so by the therapeutic ad- 
ministration. 

Accelerated serum sickness, usually consisting 
of the same symptoms previously described, but 
coming on in a few hours to three or four days 
following the injection, occurs as the result of a 
second injection of serum, usually in those who 
have previously experienced serum sickness. 
This type of reaction may be regarded as a 
modification of the ordinary serum sickness. 

Immediate serum reactions are of an entirely 
different order. The symptoms may come on 
in from a few moments to a few hours and vary 
from very mild manifestations such as urticaria 
and sniffles to violent asthma, profound shock 
and anaphylactic death. Such immediate types 
of reactions are dependent upon a sensitization 
as a result of a previous exposure to serum or its 
equivalent. The patient may have become sen- 
sitized to serum because he had an injection of 
serum from the same species of animal on some 
past occasion. The incidence of such reactions 
is not great and the majority are not severe, al- 
though fatalities have been recorded. By far 
the most serious type of reaction occurs in the 
person who is naturally horse-sensitive. The 
patient may be aware that being in the 


Vicinity of horses may bring on an attack of 
thinitis, coughing or dyspnea. Not all, but a 
large proportion, of those who are sensitive to 
horse dander are sensitive to horse serum. From 
clinical and experimental observations it would 
seem that horse dander contains two antigens, 
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the dander antigen A and the serum antigen B. 
If one is sensitive to both of the antigens in the 
dander, he will be sensitive to serum. If, on the 
other hand, he is sensitive to antigen A only, 
serum will produce no reaction. 

Giving serum to a person who is atopically or 
naturally sensitive to horses is an extremely dan- 
gerous undertaking. We believe that there is 
practically nothing in medical therapeutics 
which is so fraught with dire consequences. I 
have often had physicians say to me: “You are 
unduly alarming us. We have practiced medi- 
cine for years and have given numerous injec- 
tions of serum without any heed to the precau- 
tions you suggest. And yet we have not encoun- 
tered a serious reaction.” To such a challenge I 
can only reply that I hope your next patient re- 
ceiving serum is not one who is naturally sensi- 
tive to this substance. If he is, you may have 
cause for regret. 

The brevity and scope of this paper do not 
allow of a detailed presentation of the precau- 
tions to be observed in serum administration. 
But we can briefly sketch the essential steps to 
be taken. The patient should be asked about 
the presence of atopic manifestations, such as 
hay fever, eczema, or asthma in himself or his 
family. In taking a history particular emphasis 
should be placed on the possibility of previous 
serum administration and the patient’s behav- 
iour when he is around horses. It is our firm 
contention that every person in whom serum ad- 
ministration is contemplated should be tested 
for sensitivity to it. For the preliminary test 
the serum should be diluted a hundred or a 
thousand times and about .02cc of the diluted 
serum injected intracutaneously. If that is neg- 
ative a stronger concentration may be tried. In 
the case of a positive reaction, a conjunctival 
test is made with diluted serum. If the latter 
is positive serum administration is probably un- 
safe. 

In the case of a patient naturally sensitive to 
serum, who gives a positive skin and conjunc- 
tival reaction, the injection of the amount of 
serum ordinarily used for therapeutic or preven- 
tive treatment of infectious disease, usually ex- 
ceeds the tolerance of the individual by several 
thousand times. It would be foolhardy indeed 
to expect, as has been advocated by some, that 
by frequently repeated injections such a person 
can be desensitized in a few hours. That such 
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cannot be the case is evidenced by the simple ob- 
servation that in other types of atopy, such as 
hay fever, it takes several months of painstaking 
efforts to raise the tolerance level to this antigen 
to a degree well below the antigen ordinarily 
present in the amount of serum employed in 
therapy. 


In recent years serum has been purified and 
refined so that reactions are less numerous and 
less serious, but it still contains sufficient anti- 
genic substance to affect sensitive persons. More 
recently it has been claimed? that by digestion 
with the enzyme Taka-diastase serum can be “de- 
speciated,” that is, its antigenic qualities can be 
destroyed without affecting the immune bodies. 
Immune sera have also been prepared from ani- 
mals of other species such as the sheep, goat and 
cow. A bovine tetanus antitoxin is available. 
The increasing use of toxoids for immunization, 
first for diphtheria and now for tetanus, is a 
commendable method for preventing the in- 
cidence of serum sensitizations and for prevent- 
ing reactions in already susceptible individuals. 
The advocation of histaminase*, or the anti- 
enzyme of histamine, for the prevention or treat- 
ment of serum sickness has proved worthless in 
our hands and in the majority of our col- 
leagues. 


OTHER ORGANIC 
INJECTABLE SUBSTANCES 


In the last few years the large increase in the 
field of injectable substances such as hormones, 
vitamines and vaccines has also increased the 
problem of allergy to these materials. Allergic 
reactions to insulin were quite common in the 
1922-1925 period before the product was thor- 
oughly refined and freed of its extraneous sub- 
stances. The first insulin preparations con- 
sisted of large volumes of protein-containing 
material and it was not surprising that allergic 
reactions should occur*. These reactions were 
undoubtedly mainly due to the animal protein. 
However, when insulin became highly purified 
allergic reactions were still reported®. It was 
then shown that in the majority of such in- 
stances the insulin acted as a special antigen ir- 
respective of the animal source of this hormone.® 
Insulin is a protein and even in its crystalline 
form it is capable of causing allergic reactions. 
The majority of such reactions have been of 


local character but a fair number of constitu- 
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tional reactions have been reported. The sug- 
gested procedure in such cases is to change the 
brand of insulin or to use the crystalline hor. 
mone in the hope that the situation may he one 
due to sensitivity to the trace of animal protein 
rather than to the insulin itself. If crystalline 
insulin continues to give violent reactions there 
is no alternative but to cease the use of this form 
of therapy. 


With the employment of injections of liver 
extract in the treatment of pernicious anemia 
and other conditions allergic reactions soon be- 
gan to be observed. One of the most thorough 
reports on the subject was that of Criep’ who 
found in his two patients, that this allergy was 
due to a special antigen in the liver and that his 
patients were not allergic to the flesh of those 
animals from which the liver extract originated. 
In the clinic on blood diseases at Northwestern 
University Medical School Dr. Howard Alt and 
Dr. Richard Young encountered seven patients 
in the last two or three years who became 
markedly allergic to injectable liver extracts. 
The patients were turned over to me for study 
and a number of interesting features were 
elicited. None of these people were sensitive on 
the first injection. Apparently they were sen- 
sitized only after repeated injections and par- 
ticularly after a long interval of rest from in- 
jections. The symptoms of allergy ranged from 
mild attacks of urticaria to severe asthma and 
shock. Decided skin reactions were obtained 
with the purified liver extracts free from pro 
tein, but only weak or no reactions resulted from 
the fresh liver juice containing large amounts 
of liver proteins. In the majority of the patients 
the muscle tissues and the other organs of the 
hog and cow failed to produce a positive skin re 
action. It is interesting to see, then, that we 
are dealing here not with an allergy to an animal 
protein, but to an organ antigen and apparently 
one not composed of protein of any type. This 
finding may well be the starting point for a tun 
of events in a better and clearer understanding 
of the nature and mechanism of allergy in gem 


eral. 

Allergic reactions to estrogenic and other 
hormones have been described and also experi 
enced by the author. In all of these cases one 


must keep in mind the possibility that the al 
lergy may be due to the medium in which the 
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hormone is dissolved. Thus far the problem has 
not become extremely vexing. Allergic reactions 
have been attributed to vaccines and to inject- 
able vitamine preparations. Caution should be 


observed particularly in the use of non-specific 
protein therapy, such as milk preparations, for 
here really violent reactions may be encountered 
if one is so unfortunate as to give the material 
to the person who is sensitive to it. 


DRUGS 


There is nothing as embarrassing as having 
the patient become more ill from a drug one 
prescribes for the purpose of getting him well. 
In this connection, it may not be amiss to em-~- 
phasize the difference between idiosyncrasy and 
ime drug allergy. Twenty or thirty grains of 
quinine will cause vertigo and tinnitus in most 
people; these symptoms are to be regarded as 
the toxic or pharmacologic action of the drug; 
and in some susceptible individuals the same 
effects can be produced with much smaller doses. 
In drug allergy the affected person will respond 
with entirely different symptoms. As a result 
of allergy to quinine a small dose of the latter 
may produce asthma, rhinitis, urticaria, abdom- 
inal pain, rashes, fixed eruptions and other al- 
lergic reactions. 

" The clinical manifestations arising from drug 
hypersensitiveness are varied. One of the most 
common types is that resulting in atopic symp- 
toms such as asthma, urticaria, abdominal pain, 
headache and purpura. These symptoms are 
caused by drugs such as aspirin, aminopyrine, 
quinine, antipyrine, morphine and codeine. An- 
other group of manifestations consists of var- 
lous forms of generalized skin rashes and der- 
matitis, caused by such drugs as barbiturates 
and arsphenamines, Still another type of drug 
hypersensitiveness is represented by the fixed 
drug eruption, in which the lesions recur re- 
peatedly in the same fixed locations, as a result 
of allergy to such drugs as phenolphthalein, 
aminopyrine, antipyrine, mercury and arsphena- 
mines. Leucopenia, granulocytopenia and throm- 
bocytopenia have been produced by drugs. En- 
cephalitis, liver damage and lens cataract have 


been noted as the effects of allergy to other drugs. 


Undoubtedly about the most common and 


' Most violent of these drug allergies is that to 


aspirin, Perhaps the most common manifesta- 
hon of aspirin allergy is asthma, of such violent 
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intensity that not rarely it terminates fatally. 
There is no type of asthma attack that produces 
so much concern to the experienced onlooker as 
that produced by aspirin intolerance. The major- 
ity of persons we have seen with aspirin allergy 
have been those who presented themselves for 
chronic asthma and in whom a history of in- 
tolerance to this drug was obtained incidentally. 


Of a group of 50 aspirin sensitive patients 
who consulted us for chronic allergy, asthma 
was the major complaint in 46, the majority of 
these also having allergic rhinitis. Other com- 
plaints were urticaria and angioneurotic edema, 
atopic dermatitis, abdominal pain and headache. 
There were 33 females in this series and 56 per 
cent of the entire group had a family history 
of atopic disease. By way of illustration of the 
recalcitrant nature of this group of allergic peo- 
ple, 33 had had nasal operations performed, 
often several times, consisting of polypectomies, 
turbinectomies, septum operations, Caldwell-Luc 
and other radical sinus surgery. The most 
marked acute manifestations on taking aspirin 
in 33 patients was asthma. Aspirin caused 
urticaria and angioneurotic edema in 13, and in 
a few others gastrointestinal manifestations, 
rhinitis and atopic dermatitis. In at least 18 
patients there was a history of allergy to other 
drugs. 


In conformity with earlier reports® our cases 
also failed to give positive skin reactions to 
aspirin. As a matter of fact, it can be accepted 
as a simple rule, with a few notable exceptions, 
that drugs which may produce violent allergic 
symptoms give negative skin reactions. It should 
be emphasized, therefore, that a negative re- 
action to a drug is not only clinically meaning- 
less, but may even be misleading, It should 
be further emphasized that such drugs must not 
be injected intracutaneously for diagnostic pur- 
poses, since such a procedure may easily result 
in regrettable results. In this connection it is 
well to mention also that there are certain sub- 
stances which are primarily urticariogenic, that 
is, they produce a positive reaction on everyone 
when placed on a skin scratch. Among such 
drugs are codeine and morphine. Naturally, 
positive skin reactions with the latter should 
not be misconstrued as an indication of an ex- 


isting allergy to these substances. 


Time and space do not permit us to discuss 
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the possible implications of the negative reac- 
tions in drug allergy, nor of the association of 
aspirin sensitivity with the type of asthma which 
is generally severe and intractable and in which 
usually no specific cause can be found by the 
usual method of skin testing. All we can say at 
this moment is that we are fully aware of these 
interesting facts, that we believe they do have 
some logical connection and that a great deal 
of the puzzle of allergy that remains to be solwed 
in the future will be linked with these simple 
observations. In collaboration with various de- 
partments of the Northwestern University Medi- 
cal School we are working diligently on this 
general problem and we hope that in a not too 
distant future we shall be able to present more 


concrete findings to you. 


In the meanwhile, there remains the very 
practical problem of being on the alert in the 
prescribing of drugs. Aspirin is used in various 
proprietary remedies. The patient who almost 
died from two tablets of “alka-seltzer” 
have prevented that terrible night if he had read 
the label before he took the drug for indigestion. 
The points I wish to make are that: there 
are numerous and dangerous proprietary mix- 


could 


tures of drugs, that the present laws do re- 
quire labeling, that a thorough interrogation of 
possible drug allergy should be made of the pa- 
tient prior to the prescribing of drugs, particu- 
larly if one is dealing with an allergic indi- 
vidual, and that the drug-sensitive person should 
be warned about reading labels or, better still, 
to consult the physician before taking any new 


drugs. 


If we had time, we would like to discuss in 
detail other drugs and other types of reactions. 
Time allows us only to mention two or three. Bar- 
biturates quite commonly cause allergy, particu- 
larly rashes. One should be especially cautious 
in giving barbiturates intravenously. Sulfanil- 
amide and related compounds, now in use for 
almost any ill under the sun, are occasioning an 
ever-increasing crop of allergic reactions. The 
nature of these drugs apparently makes them 
ready sensitizers. Rashes have occurred with 
greatest frequency, although asthma, angioneu- 
rotic edema, granulocytopenia and photosentiti- 
zation have also been reported. 


One cannot forebear to say a few words about 


the arsphenamines. From the very beginning 
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of the use of these chemicals in the treatment of 
disease, allergic manifestations began to be re. 


corded. It is now common knowledge that such 


reactions are frequent, varied and in many in. 


stances serious. It is true that disagreement 


exists as to the mechanism of some of the un- 
toward effects, as to whether they are allergic 
or primarily toxic. But if we accept the broad 
concept of allergy — that of an altered reactivity 
— we are forced to regard these manifestations 


as reactions due to allergy. Among such effects 


are Qermatitic rashes, urticarial eruptions, fixed 


drug lesions, exfoliative dermatitis, hepatitis, 


hematopoietic disturbances including aplastic 


anemia, granulocytopenia and thrombocytopenia, 
asthma and rhinitis, and anaphylactic shock, 


The specificity of these reactions varies in 
different persons. In some it extends to prac- 
tically all arsenicals. In a large number the 
benzol radical is the active part of the antigen. 
Often, a person who cannot tolerate one arsenical 
preparation, such as neoarsphenamine, can take 
with impunity such preparations as tryparsamide 
or mapharsen. 

In this paper we can only touch on another 
type of man-made allergy. All of us know of 
contact dermatitis to allergy to the lipoid sub- 
stance of poison ivy. Many of us have encour. 
tered other types of plant dermatitis such as that 
due to primrose, ragweed, and others. It should 
also be well known that other vegetable sub- 
stances, dyes, simple chemicals and particularly 
heavy metals and their salts cause allergic der- 
matitis when applied to the skin. Most com- 
mon among the latter are mercury salts, quinine, 
nickel, and resorcin. It is important for the 
physician to realize that many a case of resistant 
dermatitis may be continued by sensitivity to 
the ointments or lotions containing mercury, 
lanolin or other allergens, and that the treatment 
may be actually prolonging the disease. 


SUMMARY 


The constantly increasing variety and appli- 
cation of drugs, sera, vaccines, endocrine prod- 
ucts and other substances in medical therapeutics 
has occasioned an ever growing problem in al- 
lergy to these substances which must be appre 
ciated and recognized by every practitioner. It 
is incumbent upon every physician to question 
his patient about any possible allergy to the 
medicament he desires to administer and to de- 
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velop a healthy respect for the possible harmful 


I fects that may be produced by such reactions, 


185 North Wabash Avenue 
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SURGERY OF CARCINOMA OF THE 
COLON AND RECTUM 
R. K. Gitcurist, M.D. 
CHICAGO 

Most authors have found that one-third to 
one-half of those afflicted with carcinoma of the 
colon and rectum have lesions which are beyond 
any hope of surgical cure when first seen. Most 
of those having inoperable or unfavorable le- 
sions have been under the care of physicians for 
months, sometimes for more than a year, with- 
out a diagnosis being made. Before we discuss 
treatment, let us review a few of the diagnostic 
signs, 

The most constant symptom of carcinoma of 
the large bowel is a change in bowel habits. This 
is usually a slight tendency to diarrhea where 
no such tendency existed before, or there may be 
an alternating constipation and diarrhea. Red 
or dark red blood is often seen. This is on the 
outside of the stool if the lesion is low in the 
bowel. In lesions of the right side of the colon, 
the blood may be microscopic and not visible 
grossly. Cramping pains, a feeling of fullness, 
ora dull uncomfortable feeling in the region of 
the tumor is common with larger lesions. Flat 


—— 
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or toothpaste ribbon stools are common with 


lesions of the rectum and sigmoid. 


The first step in making a diagnosis is to 


THINK OF THE POSSIBILITY OF CAR- 


CINOMA. 


amination with the patient lying on his side. If 
in doubt, have the patient squat and strain down 


while the rectal examination is done. If no 
tumor is palpable, a proctoscopic examination 16 


Anyone can examine a formed stool 


The next step is to do a rectal ex- 


indicated. 


grossly. Blood on the outside of the stool, in the 
absence of a fissure at the skin margin, demands 


a thorough examination. Remember that the 


X-Ray examination of the rectum and colon has 
its limitations. You can not expect the roent- 
genologist to demonstrate early lesions which 
are so low that they cannot be moved by the 
examiner’s hand palpating through the abdomen. 
If the tumor is visible and can be biopsied 
through the proctoscope, fluoroscopy should not 
be done, as a thorough examination is apt to 
lead to an obstruction and an incomplete ex- 
amination is of little value. If X-Ray examina- 
tion is negative my patients return after two or 
three weeks and three stools are examined for 
blood by the benzidene test after they have been 
on a meat free diet. If blood is present, a 
search for the bleeding area must again be made. 
NOT ALL RECTAL BLEEDING COMES 
FROM HEMORRHOIDS OR RECTAL FIS- 
SURES. IF WE THINK OF THE POSSI- 
BILITY OF CARCINOMA, MORE OPER- 
ABLE LESIONS WILL BE FOUND, and re- 
member that one negative X-Ray examination 
does not rule out the possibility of carcinoma of 
the large bowel. 


When a tumor of the rectum or colon is diag- 
nosed, the possibility of removal must be deter- 
mined. We consider all carcinomas operable if 
there is no sign of spread beyond the field of 
possible resection. Of course, metastases to the 
liver, lungs or other distant organs cancels any 
hope of permanent cure. Fixation of the tumor 
to adjacent structures is a sign of inoperability 
if the structure invaded cannot be removed. 
Therefore, when there is tight fixation to the 
sacrum, the base of the bladder, aorta or iliac 
vessels, complete removal cannot be done. Fixa- 
tion to the abdominal wall, the dome of the 
bladder, the more accessible part of the uterus, 
the posterior vaginal wall low down, or even to a 
loop of small bowel, does not necessarily spell 
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defeat, as these can have wide resection around 
the invaded area and some of these will be cured 
for 5 or more years. 

Invasion of blood vessels by the tumor was 
found in 17% of surgically removed specimens 
of carcinoma of the rectum by Coller, et. al.’ 
This could not be diagnosed preoperatively. 

Spread by the lymph system is very difficult 
to determine grossly. I examined 496 nodes 
from freshly removed specimens of carcinoma of 
the rectum. These were cut in two with a razor 
blade and of the 111 nodes containing meta- 
stases, only 48 showed any gross change. In car- 
cinomas of the right side of the colon, very large 
lymph nodes are often palpable and visible and 
very commonly these are found to be uninvolved 
when they are sectioned microscopically. 

A careful study of the lymph node metastases 
in 154 operative specimens of carcinoma of the 
rectum and colon has been made in our labora- 
tory. This was done by clearing the specimens 
as described by Gilchrist and David?. Full scale 
drawings of all specimens with the arterial tree 
and the exact location of the lymph nodes in 
relation to the tumor and arteries were made. 
More than 8,000 different lymph nodes from 


these specimens were studied microscopically. 
63.5% or 81 of 127 specimens of carcinoma of 
the rectum contained lymph node metastases, as 
did 65.4% of 27 specimens of the colon. The 
specimens of the rectum averaged more than 60 


nodes per specimen. One contained 210 nodes. 
Specimens of the colon averaged 49 nodes. 


Analysis of the specimens studied in this series 
has led to the following conclusions. 


The size of the tumor is of little value in 
determining the presence or absence of lymph 
node metastases. This is an excellent example 
of this phenomenon. The patient, age 68, had 
had symptoms for five months. The tumor in- 
volved at least 75% of the circumference of the 
bowel. 53 lymph nodes were removed from the 
specimen; all were normal. He died of pul- 
monary embolism. 110 retroperitoneal nodes 
also failed to show lymph node metastases. In 
contrast, a man 49 years of age who had had 
symptoms for two months, had a tumor which 
involved 20% of the circumference of the bowel. 
The specimen was studied by gross dissection ; 
32 nodes were found, 25 of them contained 
metastases. 15 of the 25 involved nodes showed 
pathologic changes on sectioning, before fixation. 
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Where the upward lymph channels are blocked 
by metastases, there may be a retrograde meta- 
stasis downward as in a patient age 65 who had 
had symptoms for at least six months. The 
tumor involved about 65% of the circumference 
of her bowel. 27 nodes were found by gross dis- 
section, 22 of them having metastases. The low- 
est of the five nodes below the tumor was 4 cm. 
below the lowest edge of the tumor. In six 
cases, retrograde metastasis of lymph nodes was 
found below carcinomata of the bowel or rectum. 
In every case enough of the nodes central to the 
lesion were completely replaced by carcinoma to 
make us feel certain that there was a very 
marked obstruction to lymph flow and the meta- 
stasis was by retrograde means. Sections of the 
tumor and of the topmost node, one node near 
the tumor and two nodes below the tumor show 
how very difficult it is to grade these tumors. 
There is the most marked difference in cellular 
structure between metastases in adjacent nodes 
or even between parts of the same node. A 
single section of the tumor should not influence 
one too much in the ultimate prognosis. 


Permeation of carcinoma through lymph chan- 
els was seen only when the lymph nodes cen- 
tral to the channel involved were already blocked 
with carcinoma. 


Carcinoma metastases do not completely de- 
stroy the function of a node until all of the node 
is destroyed. This was shown in a surgical 
specimen of carcinoma of the breast. The lymph 
channels in the neighborhood of the tumor were 
injected with a suspension of carbon particles. 
The specimen was cleared and some of the lymph 
channels and several lymph nodes were seen to be 
outlined in black. This section shows how the 
carbon particles could still flow into the normal 
part of the node although some of it penetrates 
a short distance along spaces between the cancer 
cells. 


Throughout the entire series a common pat- 
tern of lymph node metastasis was seen. Whed 
the metastasis has grown larger than the small 
subcapsular lesion, the spread is by expansion 
around the subcapsular space and into the depth 
of the node. This is usually accompanied by 4 
thickening of the capsule especially over the area 
adjacent to the growth. There may be a more 
or less heavy layer of fibrous tissue between the 
cancer cells and the lymph cells, In many casts 
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there is so much interference with nutrition that 
we see a thick layer of fibrous tissue, a thin rim 
of live cancer cells within this, and necrosis in 
the center. Growth progresses until we see one 
or several large nodes, usually lying close to the 
main blood vessels, in which the lymphoid tissue 
is completely replaced by carcinoma. Groups of 
lymph nodes which are completely replaced by 
metastases tend to be found in certain regions. 
In specimens of the rectum and lower sigmoid 
such nodes are usually located near the bifurca- 
tio of the superior hemorrhoidal artery. The 
group of heavily involved nodes is along the 
main or primary line of drainage. Nodes in- 
volved below or lateral to these nodes are apt to 
be subcapsular lesions or ones which are ob- 
viously late metastases. 


In no case has there been any evidence of 
penetration of carcinoma outside of the capsule 
of any node, except where there was a collection 
of large involved nodes lying tightly packed to- 
gether. In seven of the nine cases where this 
occurred, the superior hemorrhoidal artery or 
the main artery supplying the region of the 
nodes was blocked by pressure of the nodes. 
Several of these nodes contained necrotic mate- 
rial. 


Postmortem examination of surgical patients 
demonstrates the tendency of the lymph nodes 
to block the spread of carcinoma even in ad- 
vanced cases. In seven cases where the patients 
died within two weeks after resection of the rec- 
tum or sigmoid for carcinoma, microscopic sec- 
tions were made of all of the retroperitoneal 
nodes from above the point of origin of the 
superior mesenteric artery to the inferior border 
of the prostate, as far distal as it is possible to 
cut the arteries from within the abdomen. Each 
of these preparations contained 110 to 168 lymph 


| Rodes. Two patients who had no metastases in 


their operative specimens and one patient who 
had three involved nodes in the operative speci- 


| men had none in the abdominal nodes examined. 


One patient had had symptoms for more than a 


_ year, and had had a biopsy made a year before, 
| but had refused operation at that time. The 
tumor was ulcerating and it had penetrated all 
_ Coats of the bowel. Nodes were palpable in the 
| hollow of the sacrum. 62 nodes were found, 43 
| of them showed metastases. 
| involved was only 3 em. below the point of liga- 
© tion of the superior hemorrhoidal artery. He 


The highest node 
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had an uneventful postoperative course until the 
eighth postoperative day, when he suffered a 
massive pulmonary embolus and died. 160 nodes 
were examined. In spite of the extensive lym- 
phatic involvement, there were no metastases 
above the point of resection. The one node in- 
volved was about 1 cm. lateral to the widest 
point of resection, along the levator ani muscle 


Another man 72 years of age had a number 
of enlarged nodes high up. Because of a pe- 
culiar congenital peritoneal anomaly, the su- 
perior hemorrhoidal artery could not be resected 
as high as it usually is. 35 nodes were found in 
the operative specimen, seven of them contained 
carcinoma. 111 nodes were studied in the post- 
mortem preparation; four of them contained 
carcinoma. In this case, at least one of these 
nodes would have been beyond any hope of re- 
moval. 


Another man 66 years of age had had a known 
coronary thrombosis ten months before. The 
lesion was just above the rectosigmoid. It was 
the size of a fist and there was a large mass of 
nodes up to the promontory of the sacrum. A 
David type of obstruction resection was per- 
formed. Many of the nodes near the highest 
point of resection were completely destroyed by 
carcinoma. Only one of the 168 nodes found in 
the postmortem preparation contained carci- 
noma, and that was a very small subcapsular 
metastasis in a node not 1 cm. beyond the line 
of resection. 


Another man 72 years of age had had symp- 
toms for four months. 14 of the nodes in the 
surgical specimen contained carcinoma. ‘The 
highest of these was just below the line of re- 
section. In the postmortem preparation, 114 
nodes were found. Four nodes just above the 
highest point of resection contained carcinoma 
as did one node just lateral to the growth, along 
the levator ani muscle. All of these involved 
nodes might possibly have been removed if their 
presence had been known. 


As far as the surgical procedures used to re- 
move cancer of the rectum and colon are con- 
cerned, we can make a few general rules, the 
rest must depend on the experience of the in- 


dividual surgeon. First, never do any kind of 
large bowel resection if there is any obstruction 
present. If this rule is broken, you can expect 
more than the 10% mortality, which is con- 
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sidered satisfactory in most groups. Second, if 
there is evidence of node involvement, be sure to 
resect as widely as is possible. Third, in tumors 
of the sigmoid and higher, where the growth can 
be removed through the abdomen, it is much 
safer to do an obstruction resection with a clo- 
sure of the colostomy later than to attempt any 
kind of primary anastomosis. Fourth, in tumors 
of the right side of the colon, caecum and ascend- 
ing colon, a resection of the terminal ileum, 
caecum and to the middle of the transverse colon 
is best. This may be done after a preliminary 
lateral anastomosis of ileum to transverse colon, 
or the anastomosis may be done primarily if 
there is no obstruction. If in doubt, anastomose 
first and resect at a later date. 


CONCLUSIONS 


1. The size of the tumor and the duration of 
symptoms are unreliable prognostic signs in 
carcinoma of the large bowel. 

2. About 65% of all operatively removed 
specimens of the rectum and colon will have 
lymph node metastasis, if they are searched for 
carefully. 


3. The spread of carcinoma through the lym- 
phatie system is by lymphatic emboli. 


4. Hematogenous metastasis of carcinoma is 
an accident and does not seem to be common in 
grossly operable lesions. 

5. Postmortem examination of surgical pa- 
tients demonstrates the tendency of the lymph 
nodes to block the spread of carcinoma even in 
advanced cases. 

The object of surgery of cancer is a reason- 
ably wide resection of the tumor and the most 
extensive resection of the lymph node bearing 
tissue that is possible without increasing the 
mortality appreciably. 
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The family physician occupies the key position in 
finding tuberculosis. He, in the final analysis, plays 
the most important part in the reduction of tuber- 
culosis because the control of the disease begins in 
his office. L. M. Morse, M.D., Wisc. Med. Jour., 
Mar., 1941. 
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OBSERVATIONS ON THE 

SYNDROME 

Hermon H. Cote, B. S., M. D. 
SPRINGFIELD 


CORONARY 


It is the purpose of this paper merely to call 
attention to a few facts I regard as of consider- 
able interest and importance in the handling of 
coronary occlusion which we see so frequently of 
late. Obviously no paper of fifteen miutes can 
give more than indications from the innumerable 
facts that are known about the disease and only 
a small part of the history of the disease can be 
given in the allotted time. It is then probably 
much better to drive home one or two important 
facts in such a paper than to try to cover too 
much. It is obvious, therefore, that a great 
many things of importance must be left out if 
this main idea is to be forwarded. I trust my 
audience will recognize that this only an attempt 
to do a very little that should be done along these 
lines. 


Occasionally in history it falls to the lot of 
some fortunate individual to be given an insight 
and an appreciation of the significance of inum- 
erable isolated medical facts painstakingly gath- 
ered through the years, sometimes through the 
centuries. This man will correctly evaluate and 
coordinate these facts into a coherent whole and 
a new, complete, medical picture in diagnosis or 
therapy is born. It is relatively unimportant 
that parts of the mosaic were previously recog- 
nized or even therapeutically used by a host of 
others, nor does it detract from the glory of the 
student who finally achieves this enviable dis- 
tinction. Such a course of events occurred m 
1912 when Herrick brought out his splendid 
work on the coronary system giving form, sub- 
stance, and clinical standing to a medical acci- 
dent which had intrigued the medical profession 
for years. It is known that Adam Hammer ree- 
ognized obstruction of the coronary in 1875 
and Dock made another notable contribution in 
1896, but it is also known that clinicians and 
pathologists had many times previously described 
the condition under various names for more than 
a century before this. Surely then the coronary 
syndrome has been with us since the dawn of 
medicine as a major dramatic cause of medical 
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accident attended by subsequent cardiac disabil- 
ity and occasionally sudden or protracted cardiac 
death. Reviewing from this late date it is diffi- 
cult for us to appreciate why the profession 
waited so long for a correct interpretation of so 
striking a pathological and clinical picture. 
Surely, also, there must be other clinical syn- 
dromes over which we stumble daily and like- 
wise do not appreciate but which we could now 
use with confidence and credit had we the wit to 
see them. 


The modern physician is confronted with a 
relative and absolute increase in coronary cardiac 
patients in this country and in seeking a pos- 
sible explanation for this increase, several factors 
immediately present themselves. Among these 
the following stand out, I believe, as probably 
of the greatest importance: First, proper diag- 
nosis. The rule, first applied to tuberculosis, 
that the most important factor in diagnosis con- 
sists in keeping the disease in mind, is certainly 
true in coronary disease, also. Add to this the 
more extensive use of electrocardiography plus 
the greater frequency of the condition in modern 
practice and we have some reason why we diag- 
nose this condition more often. Second, greater 
incidence. There are living today in the United 
States more people in the upper age brackets 
than ever before and this number is expected to 
be steadily augmented for some years. Our 
population, therefore, is much older on the av- 
erage than it ever has been and it is in precisely 
such a population, containing more of the upper 
age groups, that we should expect this type of 
patient to be most frequently found. Third, 
anatomical factors. There are living today a 
relatively large group of individuals, now un- 
recognized — perhaps even unrecognizable — 
who in harsher, less civilized times would have 
died in infancy of infectious diseases or from 
other causes. These represent the medical ped- 
atric triumphs of the last half century. Prob- 
ably there are many individuals with unrec- 
ognized anomalies of the vascular system in 
which incidence of medical accidents may be 
disproportionately high. Fourth, definite ana- 
tomical anomalies. It is possible that the white 
tace has grown up. There may be developing in 
this white race a degenerative tendency which is 
showing itself in the circulatory, as it undoubted- 
ly has in the mental field. 
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One would expect at this late date that few 
new anatomical discoveries could be made, yet 
such an achievement has, in fact, been reached 
in very recent times by certain anatomical studies 
on the coronary system. M. J. Schlesinger and 
his co-workers at Harvard have shown that the 
prognosis in any coronary infarction depends to 
a large extent on the inherited type of the cardio- 
path, speaking anatomically. He recognizes three 
groups. Group I comprises approximately 48% 
of adults in which the right coronary artery is 
predominant posteriorly, supplying the greater 
percentage of the posterior sulcus and the sep- 
tum. Group II comprises approximately 34% 
with an even balance between the right and left 
coronary and a balanced blood supply to the sep- 
tum. Group III comprises about 18% with a 
strongly predominant left coronary which also 
supplies the septum. In the two unbalanced 
groups, coronary occlusion or sclerosis is a much 
more serious occurrence than in Group II where 
the circulation is balanced. Accidents in the 
right coronary Group I are less serious than 
those in the left or Group III. In this latter 
group an occlusion of the artery is quite often 
followed by a fatality within a short time. In 
this connection it is interesting to note that the 
percentage of women falling in balanced Group 
II is greater than men, and all three groups 
correspond sharply with the clinical observations 
that women are not only less subject to coronary 
occlusion but that the condition is less often 
fatal. Is it not also probable that the approxi- 
mately 20% of fatalities we expect in major 
coronary occlusions within sixty days is due to 
this set of facts? Unfortunately for us in pri- 
vate practice, careful anatomical studies of this 
kind are not possible and we cannot prove what 
we know to be a clinical fact, therefore. In all 
types the time factor is of more importance than 
the extent of the involvement. Frequent infarc- 
tions or extensive damage may be survived if 
the patient is fortunate in the time element. Of 
this, more later. 


With these very brief remarks on historical 
and anatomical factors I leave this field to take 
up the coronary syndrome from a physiologic 
angle since I am primarily concerned with two 
ideas there. Therapeutics must be based upon a 
physiologic approach to a diagnosed entity. In 
my opinion two conceptions in the physiological 
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field are very much in order for most of us. In 
1917 the cardiac field was very much in chaos. 
Anyone who examined for the Draft Boards then 
will appreciate this fact. Today calls for a re- 
vision of thinking incorporating what was 
learned then and since, and to do this two main 
points must be made. First, a satisfactory cor- 
onary system must contain the following attri- 
butes, and a physiologic separation into these 
groups must be made before proper therapy may 
be applied: (a) A coronary artery to be efficient 
must have capacity sufficient to supply the vol- 
ume of muscle that is dependent upon it. (b) 
The system must have flexibility, the power to 
enlarge upon increased demand whether sudden 
or prolonged. This means that it must not be 
sclerosed. (c) The system must be patent. Ub- 
viously, an artery which is not patent cannot 
possibly possess either the first or second attni- 
butes. Valvular lesions excepted, it has long been 
my belief that the keystone of the efficiency 
arch of the cardiac end of the circulation in 
adults lies in the coronary system. I seriously 
doubt whether the demands of the body can be 
increased sufficiently by voluntary action to over- 
ride the capacity of normal cardiac muscle or 
coronaries to serve, but, should there be a dis- 
turbance of any one of the three coronary attri- 
butes just mentioned — capacity, flexibility, or 
patency — the stage is set for disaster at any 
moment that extra demands are made. Before 
instituting any treatment with a patient who 
has suffered a heart attack in its broad sense, 
a separation must be made as to which of these 
three is the major factor by physical examina- 
tion, history, and the electro-cardiogram. 


To illustrate; it is well known that vascular 
crises occur in hypertension leading to shock, 
fall in blood pressure, dilatation of the heart, 
and anginal pain, which is practically indis- 
tinguishable from a coronary occlusion except 
by electrocardiography. In the patient with 
coronary sclerosis without enlargement and with- 
out increased blood pressure, the capacity of the 
vessel to serve the individual may be easily over- 
ridden leading to a similar picture, and again a 
separation must be made. In the hypertensive 
there is greater muscle mass than the size of the 
artery will accommodate. In the sclerotic there 
is the same amount of muscle mass as normally 
but the vessel is constricted or inflexible and 
this latter is apt to be a progressive affair. If 
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an occlusion has taken place we have a different 
situation entirely. Obviously, separation of these 
three carries with it also a fair idea as to the 
prognosis, both as to the time the patient must 
be treated and as to the ultimate outcome. The 
first requires treatment for the hypertension 
where that is possible, temporary rest and help 
to tide him over the emergency, but the treat. 
ment is directed not so much to the heart as to 
the general situation. The second requires, in 
addition to emergency treatment, a drastic cut 
as to his future demands and not much may be 
expected so far as his future is concerned since 
the condition is slowly progressive in spite of all 
that medical science knows. The third type, oc- 
clusion, needs vigorous treatment to tide over 
the emergency and careful handling for months 
or years but may in some instances recover either 
none of his function or all of it, depending upon 
the size and position of the occlusion and the 
condition in which the heart muscle is left. 


Second, in addition to this important phy- 
siological consideration there is also a revision 
necessary in our attitude regarding the heart in 
relation to the general circulation. 


To regard 
the heart as an isolated mechanism and to dis- 
regard the general circulation is a fault that has 
been common to most of us for many years. If 
there is one fact which I should like to have 
remembered from this brief paper it is this: The 
heart is an integral part of a large complex sys- 
tem and constitutes so far as pressure is con- 
cerned only one-half of the system of dams by 
which that pressure is maintained. My concep- 
tion of cardiac function is that the main system 
of arteries, large and small, is an exceedingly 
complex organ with two sets of dams, a power 
plant and a governor. The aortic valve in the 
main circulation and the pulmonary 1n the 
minor constitute one set of dams about which 
the power house is grouped. The other set of 
dams consists of the innumerable small arterioles 
leading into the capillaries. If either fails to 
function properly the whole structure becomes 
inefficient and symptoms result. Since the great 
mass of capillaries is widespread and not entirely 
under local control, it does not move as rapidly 
to open or close the sluice gates as the normal 
demands of the body may dictate and the heart 
is utilized by the system to raise or lower pres 
sures in the main tubes more rapidly than the 
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capillaries can act. This puts a premium upon 
the flexibility of the cardiac end of the system 
and makes of the heart an adjunct to the general 
circulatory organ and a governor which acts 
largely on orders from the periphery. 


This governor function, in my estimation, has 
had too little consideration. By a change of pace 
or volume output the heart can control rapid 
changes in pressure in the arterial system from 
beat to beat but when, as we all see in shock, 
the peripheral system relaxes enough to permit 
a general fall in the blood pressure, the heart is 
the place where it first shows up. The pulse 
becomes more and more rapid, but with a seri- 
ously relaxed peripheral system it is utterly 
powerless to maintain the pressure in this sys- 
tem. It is quite evident that the call upon the 
heart to increase pace or volume comes from the 
periphery and it produces rapidly on order for 
the enormous system of which it is a part. We 
usually think of the heart as a builder and main- 
tainer of pressure and a mover of blood forward 
into the system but this third function, that of 
the governor of the system, is seldom mentioned. 
In coronary accidents, notably occlusion in the 
presence of sclerotic heart blood supply and in 
the vascular crises of hypertension, this third 
function of the heart as a governor seems to be 
the one most immediately affected. Many times 
we see a heart that can maintain pressure and 
move blood satisfactorily but which is totally un- 
able to handle a change of pace or a change in 
Volume output in time to prevent disaster to the 
host. 


I have found one of the most dangerous pe- 
riods in the handling of acute coronary occlu- 
sions to be that immediately following the relief 
of pain up to the point where signs of congestive 
failure first appear. Most coronary accidents 
of this sort are first attended by severe pain and 
shock and then are followed after the relief of 
pain by a variable period often amounting to as 
much as three or four days during which the 
patient looks and feels fairly well. There is 
little or no change in his blood pressure — 
sometimes a drop but not always. He is not 
particularly short of breath. His pain is eithe: 
absent or not prominent. The heart at this 
time is undoubtedly operating on the reserve 
already there and the period of active symptoms 
from visceral congestion and failure of the right 


or left heart have not yet appeared. I say this 
period is dangerous. Specifically, I mean that it 
is in this lull before the storm that the physician 
or the patient or both are apt to be fooled into 
allowing the patient to do the things that may 
lead to a sudden fatality at any moment. I 
have known of a number of instances where a 
patient got up and returned to work during this 
period in the disease with or without the advice 
of his physician, feeling that the original diag- 
nosis was wrong, and sudden death came to him 
on a downtown street or in an office. I make a 
very earnest plea at this time for extreme cau- 
tion in the handling of coronary patients at such 
a time in the hope that it may prevent a fatal 
accident to some friend or patient who might 
otherwise be able to make a recovery if a load 
was not thrown on the heart too soon. He 
should remain flat in bed and not be allowed any 
responsibility whatever until the primary period 
is finished. 


Little need be said of therapeutics if pathology 
and physiology are properly understood as they 
carry their own implications as to what should 
be done for the individual. I shall, therefore. 
say little about it except in general terms. In 
an acute coronary accident, whether it be an oc- 
clusion, an overridden demand on a sclerotic ar- 
tery or a vascular crisis, the time element is vital 
and every effort must be made to secure this 
one thing. I use oxygen frequently and recom- 
mend its use. I use coronary dilators in the 
form of theobromine preparations almost rou- 
tinely. Early in occlusive accidents I also use 
quinidine in the hope that I may prevent a fatal 
ventricular fibrillation and sudden death, and 
clinical experience over an extended time seems 
to bear out its value. Whatever position we put 
the patient in to steady his circulation and give 
him a set demand, I regard as well worthwhile. 
I believe strongly in the use of morphine not 
alone to relieve pain but also for the purpose of 
quieting the patient and reducing circulatory 
demands. I keep the patient quiet longer than 
I think is necessary and relieve him of visitors 
and other irritating factors wherever it is pos- 
sible. I believe thoroughly in serial electro- 
cardiograms and have many times seen a late 
electrocardiogram show an occlusion which the 
first or even the second graph did not show. It 
is well known today that the changes in the 
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electrocardiogram develop from the muscle 
changes and not from the occlusion itself, and 
these changes take some time. Frequent blood 
pressures will give warnings not to be obtained 
from any other source and daily weighing of the 
patient will give a better indication of the 
amount of fluid retention than a record of twen- 
ty-four hour intake and output. 


SUMMARY 


Three main points bearing on the coronary 
syndrome have been discussed. First, I recom- 
mend extreme caution during the period begin- 
ning with the relief of pain to the first signs of 
congestive failure. Many lives may be saved by 
this caution and by conservative handling. Sec- 
ond, a division into three main types for diag- 
nosis and treatment: the disturbances of flexibil- 
ity, capacity, and patency. Third, a plea is 
made for a consideration of the general cir- 
culatory system as the main consideration with 
the heart in the role of governor and as an or- 
gan for the maintenance of balance in the cir- 
culation. This makes the function of the heart 
threefold — a builder of pressure, a mover of 
blood, and an automatic governor. A very few 
suggestions along general treatment lines have 
been made, 





WARNS OLDER DIABETIC PATIENTS 


AGAINST NEGLECTING THEIR FEET 


Improper Care May Expose Them To Danger 
Of Gangrene As a Result Of Impaired 
Circulation, Hygeia Author Says 

A warning that diabetic patients of advancing 
years may expose themselves to the danger of 


gamgrene by neglecting to care for their feet 


is sounded in Hygewa, The Health Magazine for 


September by Saul S. Samuels, M.D., New York. 


“Tt is now known,” he declares, “that the diabetic 
patient of middle age and older is particularly 


prone to the development of trouble in the 
arteries of the legs and feet. For some reason — 


yet unknown — these tubes which carry the blood 
have a tendency to lose their norma) elasticity 


and become thickened, sometimes brittle, and 


in some cases completely or partially blocked by 


tough rubbery material known as a thrombus or 


blood clot. 
“This is not ordinarily a sudden happening ; 


it is usually a gradual process which, if neglected, 
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may eventually terminate in the serious condition 
known as gangrene. The progressive blockage 
in the arterial tubes of the legs may eventually 
proceed to such a point that either not enough 
blood gets through or none at all is carried to the 
feet. If this should happen the nourishment 
which is carried by the blood is also cut off with 
the result that the involved parts die, become 
black and thus begins the gangrenous condition, 
Gangrene may involve part of a toe or may 
effect several toes or part of the foot.” 
Symptoms which should serve as a warning to 
persons with diabetes of impaired circulation of 
the feet, Dr. Samuels says, include numbness of 
the toes or of the soles of the feet, a feeling of 
abnormal coldness in the toes or in the entire 
foot, a tired feeling in the feet which seems 
to come on after walking and pain of varying 
intensity in different parts of the feet, usually 
in the arch or instep, which is made worse by 
walking a comparatively short distance. 


As precautionary measures against impaired 
circulation of the feet, Dr. Samuels advises that 
“warmth of the feet must be preserved by wear- 
ing undyed woolen hose as soon as cold weather 
begins. Women should wear woolen underhose 
throughout the winter months. For men, woolen 
socks of extra length are absolutely necessary, 
as well as the use of woolen underclothing. If 
there is a tendency for the feet to become cold 
at night, woolen bed socks should be worn. 

“It is now generally accepted by the medical 
profession that the use of tobacco has a definite 
effect on the circulation in the feet. It has been 
shown that during smoking the tiny blood ves- 
sels of the feet become squeezed and thus prevent 
blood from flowing freely. It can be readily seen 


that for any person with poor circulation in the 


extremities the added squeezing action of smok- 


ing on the blood vessels is not beneficial and 
may prove definitely harmful. For this reason, 


it is essential that the diabetic patient with 
symptoms of a disturbance of circulation in his 
feet should stop smoking completely and perma- 
nently.” 

Susceptibility to infection makes it particular- 
ly imperative, Dr. Samuels points out, that the 
person with diabetes should guard against atl 
lete’s foot, technically known as tinea or ring- 
worm infection. “Usually,” he says, “these 1 


fections are not serious. They clear up either 
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by themselves or with the use of simple remedies 
such as soap and water and talcum powder. In 
the person with diabetes, however, these cracks 
constitute a real menace because of the oppor- 
tunities they afford for more dangerous germs 
to enter the tissues. If these dangerous germs 
vet through the breaks in the skin between the 
t00s, they rapidly penetrate deeper and cause 
inflammation which may be followed by gan- 
gene... . Daily foot soaks with ordinary soap 
in warm water are just as important as washing 
the hands. After the bath, the spaces between 
the toes must be carefully and gently dried and 
mild antiseptics such as mercurochrome or meta- 
phen applied. At the first signs of unusual red- 
ness between the toes, or pain of any kind, a 
doctor should be consulted immediately since 
delay at this stage may result in the loss of a 
limb. Too often severe cases of gangrene have 
heen started when the patient treated these in- 
fections between the toes by applying a strong 
solution of iodine. Generally, the tincture of 
iodine found in the average family medicine 
chest has been there so long that most of the 
alcohol has evaporated, leaving a dark, con- 
centrated solution, which can severely burn the 
skin. Such solutions of iodine should not be 
used at all, and for the person with diabetes it 
is safer to avoid the use of iodine on the feet... . 


“Another frequent cause of serious trouble in 
the diabetic patient is the use of baking lamps 
of various kinds on the feet or legs to produce 
warmth... . The skin of the feet and legs of 
these patients usually is so delicate and the cir- 
culation so poor that the use of any of these 
heating agents is accompanied with the greatest 
danger. This is especially true because the feet 
oi these patients are usually not so sensitive as 
those of most people. Thus, the person with 
‘abetes cannot tell when he is being burned, 
consequently the application of a hot water bottle 


oT other heating apparatus may cause serious 


blisters and burns before the patient becomes 


date of it. Wearing warm hose and using 
regularly the hot bath will provide more warmth 


0 the extremities in a safer manner than the use 
of any external heating apparatus.” 





The symptom complex which is commonly called 
the onset ef tuberculosis, is not the onset but the 
‘age Of active progression, characterized by cough, 
Esmond R. Long, M.D. 


lever and night sweats. 
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HYGEIA EDITORIAL GIVES ADVICE TO 
THE VACATIONING MOTORIST 
Says Driving Only a Few Hours Each Day, 
With Plenty of Rest and Relaxation, 
Will Reduce Chances of Accidents 

“The worst example of folly is the person who 
takes a vacation as a means of rest and relax- 
ation and then exhausts himself in driving either 
to or from the place where he plans to rest and 
relax,” Hygeia, The Health Magazine, declares 
in an editorial in its August issue. 

“Tf one is planning to drive by motor either as 
a form of vacation or as a part of a vacation 
plan, drive only a few hours each day and get 
plenty of rest and relaxation between the periods 
of driving,” Hygeia advises. 

Discussing “Motor Accidents on American 
Highways,” the editorial says: 

“Sudden death still strikes on American high- 
ways. Traffic fatalities still continue as a major 
cause of death in the United States. The time 
may yet come when the motor car will be known 
as Public Killer No. 1. With a record of 35,000 
killed and at least 1,300,000 seriously injured 
each year in motor car accidents, the motor 
vehicle would seem to be more deadly than the 
threat of bombers. 

“An average big day was Oct. 4, 1940, when 
85 people were killed and 1,496 others were 
critically injured. Sixty-three were men and 
boys, and 22 were women and girls. One was a 
philanthropist, another was a prominent doctor, 
another was a university professor, and still an- 
other was a worker in the sugar beet fields. 
However, the motor car accident is no respecter 


of persons. The great and the small, the high 


and the lowly are figured largely among the 
wreckage. In an accident that just occurred, 


eight players in Skinnay Ennis’ band were sub- 
jected to fractures, bruises and hemorrhages. In 
that case, the driver of a bus carrying the players 
ran the bus into a telegraph pole near the center 
of the road. 

“In almost every ease the driver of the motor 


car is responsible. Occasionally, it is the ma- 


chine, but as with accidents now occurring in 
airplanes, the driver is far more often responsible 
for the accident than is any breakdown of the 
machine. For that reason, the National In- 
stitute of Health, utilizing its physicians, psy- 


chologists, biochemists and biometrists, has com- 
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pleted an intensive study of 889 truck drivers, 
with a view of determining accurately the mental 
and nervous fatigue resulting from hours of driv- 
ing under actual road conditions. The test 
showed that driving efficiency decreases most 
sharply after the first two or three thours, and 
thereafter decreases gradually. It is impossible 
to determine the actual point at which driving 
efficiency drops beyond the safety line. How- 
ever, the Interstate Commerce Commission now 
requires that truck and bus drivers be off duty 


eight hours after driving ten hours. Unques- 


tionably, safety requires the average motorist to 
avoid long, uninterrupted periods of driving. 
The latest investigation shows that at least one 


accident in every hundred is due to the fact that 
the driver was asleep. People who fall asleep 
while driving try to conceal the fact. However, 
if a record is kept of the amount of sleep that 
a driver has had previous to the time of the ac- 
cident, one can get a fairly good indication as 
to the need for sleep at the time of the accident. 


It is not always an unintelligent man who falls 


asleep at the wheel ; it is, however, always a care- 


less one. In a series of studies made on this 


point it was found that one accident concerned a 
college professor hurrying home from a long 
vacation, another was a salesman who wanted to 
be on hand in a small town the next morning for 
a conference, a third was a farmer who had been 
celebrating on a visit with his nephew in town, 
and a fourth was a clergyman who got up too 
early in the morning to keep an appointment. 

“Many studies. have been made in an attempt 
to find out how to prevent sleepiness while driv- 
ing. One invention was a collar with a sharp 
point which punctured the chin each time that 
the chin fell forward. Another was an elaborate 
harness that was hung on the head so that a bell 
rang when the head dropped forward. Another 
technic is the frequent drinking of strong coffee 
at roadside stands. Some drivers are firm be- 
lievers in soft drinks which contain caffeine. 
Other drivers have tried to stimulate themselves 
after long hours by taking the so-called ‘pep 
pills,’ which are a drug named benzedrine. The 
taking of stimulants is like whipping a tired 
horse. It merely increases the fatigue and 
pushes forward the moment of collapse.” 
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CESAREAN SECTION 


We do not know when or where the first cesarean 
operation was performed, but it is certain that it was 
not performed upon the mother of Julius Caesar, for 
to that time there is no evidence that the operation 
Auther- 
ities agree that the term “cesarean” was derived from 
the lex regia, in which it was ordered that the mid- 
wife must cut the baby from the belly of the dead 
mother in order that it may have a separate burial, 
Later the lex regia became the lex cesaria, hence the 
term “cesarean.”—Palmer Findley, M.D., F.ACS. 
Journal of the International College of Surgeons, 
April, 1941. 


was ever attemped upon a living woman. 





“NO DOCTOR OF DELICACY — NO 


STRANGE DOCTOR —" 


Dr. Jesse Bennett performed the first Cesarean sec- 


tion and double ovariotomy upon his own wife in 
1794. The operation was not published for the rea- 


son, as Dr. Bennett said, “No doctor with any feeling 
of delicacy would report an operation he had done 


on his own wife, no strange doctor would believe the 
operation could be done in the backwoods of Virginia 


and the mother live, and he’d be damned if he would 
give them a chance to call him a liar.” 


Following is an abstract from a letter by Dr. F. H. 


Garrison to Dr. Howard Kelly concerning Dr. Ben- 


nett: 


“On January 14, 1794 Jesse Bennett’s wife was con- 


fined in her first pregnancy. The Bennetts then lived 


in the frontier settlement in the Shenandoah Valley 


(Timber Grove). Her labor was a very difficult one 


due to a contracted pelvis, and Dr. Alexander Hum- 


phreys of Staunton was called in consultation. The 
doctors tried forceps without success. Between the 
alternatives of craniotomy and Cesarean section the 
patient chose the latter in spite of the opposition of 
Dr. Humphreys and his persistent refusal to perform 
such a dangerous operation. 

The case was urgent and Jesse Bennett decided to 
operate himself. The patient, stretched on a crude 
plank table over two barrels, was put under the in 
fluence of a large dose of opium. Assisted only by 
two negro women, the courageous frontier surgeon 
by one quick stroke of the knife laid open the abdo- 
men and uterus and quickly delivered child and 
placenta. At this stage he delayed long enough to 
remove both ovaries, As one of the witneses de 
clared “he spayed her, remarking as he did so, this 
shall be the last one,” 

“The wounds were closed with a stout linen thread 
and contrary to the expectation of every one present, 
Mrs. Bennett was soon well and active. The child, 
a daughter, lived to be seventy-seven years of age. 

“In appraising this operation of Dr. Bennett's it 
must be recalled that a successful cesarean section on 
a living mother was a practically unheard of pro- 
cedure anywhere in the world at this time.” —Lous 
Frank in the Transactions of the Southern Surgical 
Association, 
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PRESENTATION OF CASES BY 
Epwin F. Hirscu, Parrorocist 
St. Luke’s Hospital 


CHICAGO 


CORONARY OCCLUSION WITH 
INFARCTION 
A white male physician, aged 79 years, en- 
tered St. Luke’s Hospital with pain in the chest 
radiating into both arms and the left side of 
his neck. The systolic blood pressure was 136 
mms. Hg., the diastolic 80. His physical con- 
dition was poor. An electrocardiogram demon- 
strated a normal rhythm, T,, T., and T; were 
depressed, Ty and S-T, were elevated. Myo- 
cardial pathology was diagnosed. The Kahn 
Teaction of the serum was negative. There 
were 23.8 mgms. per cent Urea N., 44.4 mgms. 
per cent N.P.N., 100 mgms. per cent sugar, 
625 mgms. per cent Cl. of the blood; the 
sedimentation rate Y mms. in 45 min. There 
were 3,750,000 erythrocytes, 16,750 leucocytes 
per ¢.mm. and 8.3 grams per cent of hemoglobin 
in the blood. The temperature ranged from 98.6° 
to 100° F., the pulse 64 to 104, and the respira- 
tions 20 to 30 per minute. The patient was not 
cyanotic. Sedatives, aminophylline, atropine and 
oxygen were given. He died six days after the 
onset of his illness, 
Clinical Diagnosis: Coronary thrombosis. 
Anatomie Diagnosis: Calcified atherosclerosis 
and thrombosis of the anterior descend- 
ing branch of the left coronary artery; 
Extensive recent and old fibrous infarcts of 
the myocardium of the left ventricle of 
the heart ; 
mural thrombus of the left ventricle of the 
heart ; 
marked atherosclerosis of the aorta and its 
main branches ; 
generalized senile arteriosclerosis ; 


adhesive fibrous and acute fibrinous peri- 
carditis ; 

ulcerated carcinoma of the pylorus of the 
stomach ; 

metastatic carcinoma of the perigastric and 
periaortic lymph nodes ; 

marked senile nephrosclerosis. 

The pericardial sac was extensively obliterated 
by fibrous and fibrinous adhesions. ‘The small 
amount of pericardial fluid was. turbid. The 
heart weighed 425 grams, There were fibrous 
and fatty changes of the linings of the coronary 
arteries. In the anterior descending branch of 
the left coronary artery 1.5 cms. beyond its 
origin was a marked narrowing of the lumen 
and a calcification of the wall. The channel 
here was occluded by a firm grey and red throm- 
bus, ® mms, in diameter and 7 mms, long. In 
the lateral wall of the left ventricle, beginning 
at the apex and extending toward the base for 
6 cms. and laterally from the septum for 4 cms., 
was an extensive recent infarct of the myocar- 
dium. It also extended the full width of the sep- 
tum from the apex for 6 ems. A mural throm- 
bus 4 by 2.5 cms, and 1 to 1.5 cms, thick covered 
the anterior wall of the left ventricle at the apex. 


The valvular structures and the right side of 


the heart had no unusual changes. 


A mass of firm grey retracted tissue extended 
4.5 ems. along the lesser curvature of the 
stomach from the pylorus, and involved 2 cms. 
of the posterior wall. Opposite this in the lin- 
ing was an ulcerated carcinoma 6 cms. long and 
9 ems. in circumference. A mass of enlarged 
lymph nodes in the root of the mesentery of the 
small bowel was 4 by 3 by 2.5 cms. Histologi- 
cally, the carcinoma cells in the primary tumor 
of the stomach were in small aggregates, occa- 
sionally in tubules. The lymph node metastases 
had more of the glandular structures. 
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DISCUSSION 


The unusual feature of this case is the presence of 
a fairly large carcinoma of the stomach, which clin- 
ically was unsuspected and apparently had caused lit- 
tle clinical symptoms. The infarct of the myocardium 
also was much more extensive than the clinical studies 
had indicated. Symptoms due to cardiac disorders 
and referred to the abdomen occur frequently. In 
this patient grave lesions in both the heart and the 
stomach were present. 





CEREBRAL HEMORRHAGE FROM 
RUPTURED ANEURYSM 
This white salesman, aged 52 years, was 
brought to St. Luke’s Hospital in an ambulance. 
He had collapsed suddenly in a hotel and when 
admitted was in coma and was cyanotic. The 
systolic blood pressure was 150 mms. Hg., the 
diastolic 100. The pulse was 120 per minute 
and the respirations were labored. He had a 
right facial paralysis and a left hemiplegia. In 
spite of supportive treatment, his temperature 
rose to 106° F. rectally, and he died 36 hours 
after the onset of coma. 
Clinical Diagnosis: Cerebrovascular accident. 
Anatomic Diagnosis: Spontaneously ruptured 
saccular aneurysm of the anterior com- 
municating branch of the Circle of Willis; 

extensive subpial hemorrhage of the base and 
lateral surfaces of the brain; 

bloody spinal fluid ; 

marked senile arteriosclerosis of the cerebral 

blood vessels ; etc. 

The brain weighed 1155 grams. An extensive 
subpial hemorrhage at the base of the brain con- 
cealed the structures in this region, tensely filled 
the pia arachnoid and spread over the lateral 
surfaces of the cerebral hemispheres, especially 
along the Sylvian fissures. Dissection of the 
Circle of WiNis demonstrated a saccular aneur- 
ysm of the anterior communicating branch where 
it arose from the anterior cerebral, 1.5 by 1.3 by 
1 cms. On the ventral surface was a rupture of 
the sac. On many surfaces made by sectioning 
the formalin-hardened brain, there were no 
other unusual changes. 


DISCUSSION 


Extensive subpial hemorrhages at the base of the 
brain frequently are due to ruptured aneurysms. 
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These aneurysms often are in the vessels of the Cir. 
cle of Willis. The clinical symptoms and death are 
caused by the hemorrhage which occurs following 
rupture. The force of the escaping blood sometimes 
tears the brain tissues at the base with hemorrhage 
into the ventricular system. 





BRONCHOGENIC CARCINOMA 

A white male office clerk, aged 36 years, en. 
tered St. Luke’s Hospital because of progressive 
fatigue and a loss of 15 pounds weight in two 
months, and nausea with vomiting for one week. 
He had had frequent attacks of pain in the right 
side of the chest which were considered to be 
pleurisy. Six months before admission to St, 
Luke’s Hospital, the severity of the pain forced 
him to bed. He had slight dyspnoea with exer- 
tion but no cough. Several years before he had 
pneumonia of the right lung, complicated by 
empyema and treated by surgical drainage. The 
systolic blood pressure was 108 mms. Hg., the 
diastolic 62. The only positive physical findings 
were diminished breath sounds and resonance 
over the lower lobe of the right lung. 

The blood had 4,060,000 erythrocytes and 10,- 
100 leucocytes per c.mm. and 11.8 grams per 
cent hemoglobin; urea N. 10.7 mgms. per cent, 
total N.P.N. 29.3 mgms. per cent, sugar 9% 
mgms. per cent, cholesterol 200 mgms. per cent 
and an alkali reserve of 53.5 volumes per cent. 
The sedimentation rate was 73 mms. in 45 min- 
utes; the urine, stool, and sputum had nothing 
unusual; the Kahn test of the serum was nega- 
tive; the basal metabolic rate was minus 27. 
Roentgen films of the chest had an increased 
density in the right upper lobe of the lung, and 
slight apical changes of the left lung. These 
were interpreted as tuberculosis. While in the 
hospital he had attacks of coughing, productive 
of a thin blood streaked sputum. He was dis- 
charged after one week in the hospital for fur- 
ther care in a sanitorium for tuberculous pa- 
tients. Two weeks later, he reentered the hospi- 
tal because of nausea, emesis, loss of weight and 
severe headaches. The physical findings had not 
changed. Under supportive treatment he failed 
to improve and died four weeks after his first 
admission to the hospital. 

Clinical Diagnosis: Pulmonary tuberculosis; 
tuberculous enteritis (?); tuberculosis of the 
suprarenal glands (?). 
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Anatomic Diagnosis: Bronchogenic carcinoma 
of the upper lobe of the left lung; 


carcinoma compression of the main left branch 
of the pulmonary artery ; 


metastatic carcinoma of the tracheobronchial 
lymph nodes, liver, kidneys, right supra- 
renal gland, and pancreas ; etc. 


The bronchogenic carcinoma extended 6.5 
ems. into the medial portion of the upper lobe 
of the left lung and was adlterent to the thoracic 
spine and pericardium. The growth of tumor 
tissue outside of the lung surrounded the left 
main branch of the pulmonary artery and 
markedly compressed the lumen. Three centi- 
meters from its origin, the lining of the main 
bronchiole to the left upper lobe was puckered 
in a region 2 cms. in diameter and the tumor 
mass was directly continuous. Surfaces made 
by cutting the tumor were firm grey tissues with 
fine yellow mottlings, portions necrotic and pig- 
mented with carbon. The hilar lymph nodes had 
metastases. The right pleural space was obliter- 
ated by fibrous adhesions. There were small 
metastases 2 to 5 mms. in diameter in the apex 
of each lung. There were many metastases in 
the liver ranging to 1.5 cms. in diameter, a 
nodule 2.5 ems. in diameter in the body of the 
pancreas, many 0.3 to 1.5 cms. in diameter in 
both kidneys, and ene, 4 cms. in diameter, in the 
upper pole of the right suprarenal gland. Per- 
mission for an examination of the head was 
not granted. 


Sections of the primary tumor and the me- 
tastases had a dense fibrous stroma with large 
and small masses of carcinoma cells arranged 
in mosaics. The individual cells were medium 
in size, had a granular cytoplasm and large 
vesicular nuclei. 


DISCUSSION 


Carcinomas of the lung produce a wide range of 
clinical symptoms. These symptoms result from 
either the primary tumor or its metastases. Not in- 
lrequently the symptoms produced by the metastases 
dominate the clinical course and the small primary 
focus escapes notice. This case is an example. Al- 
though actually the primary growth in the lung had 
an appreciable size, most of the symptoms of the pa- 
tent were caused by metastases into the viscera and 


compression of the left branch of the pulmonary 
artery, 
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NEW SECRET FOUND IN BRAIN SURGERY 

NEW HAVEN, Conn.—Two Yale professors pro- 
posed “detouring” blood to the brain, when main 
arteries have closed artificially as a possible new 
treatment to overcome hardening of the arteries and 
cerebral thrombosis. 

Describing their experiments on monkeys in the 
Yale Journal of Biology and Medicine, Dr. William J. 


*German and Dr. Max Taffel said muscles at the side 


and back of the head might be used to “re-route” 
blood. 





LONDON SNAPS PEACHES UP AT 
6 BITS EACH 

LONDON—The coming of warm weather and 
ripening of fruit brought some rare bargains in Lon- 
don’s crowded markets recently. 

One store had peaches which a Georgia grower 
wouldn’t bother to send to market and the price was 
75 cents each. 

“We've sold quite a few,” said a clerk. 

Lots of knotty little strawberries were on display at 
another store—$3.80 a pound. 

A shop offered unrationed cheese from Wisconsin 
at $1 a pound. 

Tomatoes have come down. You could get them at 
$1 a pound. 

String beans sold for 90 cents a pound. 





FAMOUS MEDICAL SAYINGS 


“Dr Case,” the famous quack of the 17th Century, 
originated the present practice of “medical advertis- 
ing” on-a-large-scale. It prompted Joseph Addison 
the essayist to say in the Tattler: “(Case made more 
money by his couplets than Dryden made by all his 
poetical works put together.” Examples of Case’s 
promise-bearing couplets are these: 

“Within this place 

Lives Doctor Case.” 

or: 
“All ye that are on Venus’ Race, 
Apply yourselves to Dr. Case; 
Who with a box or two of pills, 
Will soon remove your painful ills.” 

Aesclepiades was a Greek doctor among the Ro- 
mans. He it was who was responsible for the famous 
saying that the physician’s main duty is to cure “Tuto, 
cito, et jucunde” (safely, quickly, and pleasantly). As 
a result, he never gave a bitter dose of medicine in 
his life but prescribed only the most savory diets. 
He was the first quickly to divide diseases into acute 
and chronic. 

—Exchange. 





Tuberculosis moves so slowly that we measure its 
progress against a man’s life. Public health men have 
begun to talk of family epidemics taking two or three 
generations to run their course but a longer perspec- 
tive may be needed to reveal the play of major cycles. 
Geddes Smith in “Plague on Us” pub. by Common- 
wealth Fund, 1941. 








News of the State 


PERSONALS : COMING EVENTS * MARRIAGES -: DEATHS 








Robert S. Berghoff, Chairman of the Scientific 
Service and Post Graduate Education Commit- 
tee, announces that the Committees have pre- 
pared a new list of suggested subjects and speak- 
ers from which county societies may select pro- 
grams. Copies of the publication have been 
mailed to presidents and secretaries of county 
medical societies. 





Harry R. Hoffman of Chicago has been ap- 
pointed State Alienist by Governor Green to suc- 
ceed the late H. Douglas Singer. Dr. Hoffman is 
Associate Clinical Professor of Nervous and 
Mental Diseases at Rush Medical College and has 
been Director of the Behavior Clinic of the 
Criminal Court of Cook County since its incep- 
tion in 1931. For 30 years, Dr. Hoffman has 
been actively engaged in the private practice of 
neuro-psychiatry. 

Samuel M. Feinberg has recently been elected 
to honorary membership in the Argentine Society 
for the Study of Allergy. 





Governor Dwight H. Green has reappointed 
Dr. Julius H. Hess of Chicago as a member of 
the Board of Welfare Commissioners of the 
State of Illinois, and has also appointed him 
as a member of the Advisory Board to the Divi- 
sion for Delinquency Prevention in the Depart- 
ment of Public Welfare. 

Miss Jean McArthur, Secretary of the Educa- 
tional Committee, was invited to participate in 
a group discussion of “Participation of Profes- 
sional Groups in Health Education” before the 
American Public Health Association in its 
Eighth Institute on Public Health Education at 
Atlantic City, October 11. 


262 


Dr. Herman H. Cole of Springfield, has been 
selected to act as chairman of the committee on 
arrangements for the 1942 annual meeting of 
the Illinois State Medical Society, to be held on 
May 19, 20, 21, 1942 in Springfield. Within a 
short time the various committees will be named, 
and plans started for another fine annual meet- 
ing. The attendance at the 1941 meeting held 
in Chicago was by far the largest ever registered 
at the annual meeting with a total registration 
of 4,109. All available facilities in Springfield 
for a successful meeting will be inspected soon, 
and definite arrangements made for the selection 
of the meeting place. 





Doctor Edmund Jacobson will present a paper 
entitled, “Cultivated Relaxation for the Elim- 
ination of Nervous Breakdowns,” at the 20th 
Annual Session of the American Congress of 
Physical Therapy in Washington, D. C., on Sep- 
tember 5th. 





POST GRADUATE CONFERENCES 
September 4th — 9th Councilor District sponsored 
a Post-Graduate Conference at Mount Vernon. 
The program was presented by Doctors V. 6. 
Urse, Franklin J. Corper and Francis E. Senear 
of Chicago and Doctors M. L. Klinefelter and 
J. W. Thompson of St. Louis. 
October 8 — Ist Councilor District — Elgin, Illinois 
October 16 — 5th Councilor District — Lincoln, Illi 


nois. 

November 6 — 8th Councilor District — Danville, 
Illinois. 

November 18 — 7th Councilor District — Effingham, 
Illinois. 





The Fourth Annual Forum on Allergy vill 
be held in Detroit, Michigan January 10th and 
11th, 1942. 
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COMING MEETINGS 


September 9 — Effingham County Medical Society 
meeting at the Benwood Hotel, Effingham, dinner 
at 6:30. Subject, Pneumonia. 

September 12 — Jersey-Green County Medical Society 
meeting at Whitehall, Illinois beginning with a 
dinner at 6:30. Dr. Carroll W. Stuart of Chicago 
will speak on “Surgical Problems of the Head and 


Neck.” 





MARRIAGES 

RusseLt W. Biancuarp, Council Bluffs, 
Iowa, to Miss Muriel W. Alexander of Oglesby, 
Ill, in June. 

Hucu I. Conn, Newman, IIl., to Miss Vir- 
ginia Thompson at Danville, Ind., June 12. 

BENJAMIN FRANKLIN Hoopes, Bloomington, 
Ill, to Miss Frances Kelly of Chicago recently. 

Duncan D. Monroe, Alton, IIl., to Miss Al- 
berta Martin of Godfrey, June 1. 

Joun W. Ovitz Jr., Sycamore, Ill., to Miss 
Virginia Noyes of Evanston, June 7. 





DEATHS 


JosepH FRANCIS DoLaAmore, Galena, Illinois, Rush 
Medical College 1893. Held professorships at Rush 
and Northwestern Medical Schools. Associated with 
the late Dr. E. Fletcher Ingalls. Member of Phi Rho 
Sigma. Died July 27th of arteriosclerosis, aged 70. 

THoMAS WALTER GILLESPIE, Victoria, Illinois, died 
at his home on July 5, 1941. He was born at Wiscon- 
sin Dells, Wisconsin, September 10, 1869; graduated 
from Rush Medical College, Chicago in 1896, and 
practiced in Peoria for some 20 years then moved to 
Victoria where he practiced until his death. For a 
number of years, while practicing in Peoria, was 
Councilor for the 4th District of the Illinois State 
Medical Society and during this period served his 
district well at all times. 

Dr. Gillespie was married to Miss Beatrice Barlow, 
November 15th, 1917, who with a daughter, three 
brothers and three sisters are left to mourn his 
passing. 

For many years, Dr. Gillespie was quite active in 
medical society work, and attended many medical 
meetings throughout the state. He was Councilor for 
his district during the World War, and conducted 
that office most satisfactorily during that trying 
period. He was a regular attendant at all meetings 
of the Council and participated in the many important 
deliberations during his tenure of office. 

‘At his own request, the body was cremated and 
his ashes buried in the family lot in Springdale 
Cemetery at Peoria. 
Frank B. Kirpy, Chicago, Illinois, Jefferson Med- 
ical College, 1902, Died August 19. He was a lecturer 
tor Abbott Laboratories and lived in Chicago and 
Evanston for 30 years, 
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Wittr1aM B. Peck, 70 years old, died August 20th 
at Freeport. He was founder of the Interstate Post- 
graduate Medical Association of North America. He 
served as its managing director. 


Lewis Hertz LippMAN, Chicago; Chicago College 
of Medicine, 1913; died August 9, age 53. 


Puitie C. GoerGEN, Chicago; Loyola University 
School of Medicine, 1919; died July 2nd. 


Georce L. Brooks, Chicago; Chicago Homeopathic 
Medical College 1901; died July 2, age 63 years. He 
was vice chief of staff at the Chicago Memorial 
Hospital, where he had served in the department of 
medicine since 1901. 


Roscor LELAND Bartow, Hindsboro; St. Louis Uni- 
versity School of Medicine, 1917; died July 29 from 
a heart ailment. 


Joun Hiccs, East St. Louis; Missouri Medical Col- 
lege, 1885; died July 14. Dr. Higgs practised medicine 
in East St. Louis until retirement in 1936. 


PuHitip GriESBAUM, Lebanon, Washington Univer- 
sity Medical School 1910; died July 28, aged 57 years. 


CHARLES SUMMER Davis, Champaign, Eclectic Med- 
ical College, 1890; died August 7, age 75. Poor health 
forced him to retire in 1922. 


Wa tter M. Haccett, Chicago, University of Iowa 
Medical School, 1887; died July 17, age 83. Dr. 
Haggett was a member of the Fifty Year Club, hav- 
ing practiced in Nauvoo for nearly fifty years. 


Ernest C. Day, Chicago, Rush Medical College, 
1936, died July 20 as result of automobile accident 
while in camp in Tennessee where he was with the 
108th Medical Regiment. 


CHARLES JOSEPH SWAN, eye, ear, nose and throat 
specialist who had practiced in Chicago since 1892 
and in Evanston since 1909, died August 13th in his 
home at 1818 Hinman Avenue, Evanston. 


C. E. Sours, 78 years old, veteran member of the 
Beardstown school board, died at his home August 
14 after an illness of two months. He had practiced 
his profession in Beardstown continuously since 
August 1905. On September 20, 1939 he was honored 
by the Cass County Medical Society for having com- 
pleted a half century in the practice of medicine. 


STANLEY Tuomas Cavins, Stanford, Ill.; Baltimore 
Medical College, 1903; aged 67; died, June 21. 


Josie C. Kennepy Diepericu, Rochelle, Ill.; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1901; member 
of the Illinois State Medical Society; aged 68; died, 
June 7. 

Rosert HutcHinson, Capron, Ill.; Rush Medical 
College, Chicago, 1876; aged 90; died, June 8, of 
pneumonia. 

Tuomas B. Kertey, Simpson, IIl.; College of Phy- 
sicians and Surgeons, Keokuk, Iowa, 1888; aged 76; 
died, June 27, of cerebral hemorrhage. 





264 ILLINOIS MEDICAL JOURNAL 


WALTER HERMAN RieEtz, Peoria, Ill.; Rush Medical 
College, Chicago, 1915; aged 51; died, June 5, in St. 
Francis Hospital of carcinoma of the rectum. 

Frep CLARK Tay or, Peru, IIl.; Medical College of 
Indiana, Indianapolis, 1894; aged 68; on the staff of 
the People’s Hospital, where he died, June 29, of 
peritonitis following an operation. 


ALpora J. TyLer, Clinton, Ill.; Woman’s Medical 
College, Chicago, 1885; aged 79; died, June 7 

JoHN Epwarp LawreENceE WatsH, Evanston, IIL; 
Bennett College of Eclectic Medicine and Surgery, 
Chicago, 1886; Rush Medical College, Chicago, 1887; 
aged 79; died July 1, in St. Luke’s Hospital, Chicago, 
of coronary thrombosis and carcinoma of the stomach. 

ANTHONY KIMMEL WARNER, Chicago; University of 
Maryland School of Medicine, Baltimore, 1885; on 
the staff of the American Hospital; aged 77; died, 
June 27, of cerebral hemorrhage and arteriosclerosis. 

EuGENE L. Baker, Oak Park, University of Illinois 
College of Medicine, 1925; died July 20th as result of 
automobile accident while stationed with 108th Medi- 
cal Regiment in Tennessee. 


“The organized medical profession was confronted 
with the task of providing . .. . people with medical 
care dispensed according to the democratic principle 
of equal rights for all. At the same time, it was 
confronted with the militant advocacy, by various 
political and social welfare leaders, of federal con- 
trol of medical care .... the government was urged 
by these self-appointed leaders to perform a similar 
function (similar to wartime control of industry) 
with regard to institutions which have to do with the 
public health. 

“The medical profession recognized this challenge 
to our democratic institutions. It reiterated again 
and again the desirability of maintaining a democratic 
system of medical care. ... Furthermore, it recognized 
the value of community responsibility and manage- 
ment, factors in succesful management of institutions, 
neglected until recently in the business world. All of 
these principles, indispensable in a democratic system 
of medical care, were finally incorporated into a plat- 
form for the formation of a national health program. 

However, we are living today in a war of 
ideas. This war, which is being carried on in the 
press and over the radio, may be as destructive of 
individual rights, of existing institutions, as a war 
involving armaments. In this respect, the destiny of 
the organization of medicine is linked with the des- 
tiny of every other organization.”—Mrs. R. E. Mosi- 
man, chairman, Public Relations Committee of the 
Woman’s Auxiliary to the A.M.A. in the January 
Bulletin of that organization. 





Strange, when you come to think of it, that of all 
the countless folk who have lived before our time on 
this planet not one is known in history or in legend 
as having died of laughter—Max Beerbohm. 
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THE SIMPLE SERUM a 


(Dr. Charles Armstrong of the United States Public 
Health service says the common cold stimulates white 
blood cells in the nose and these immunize mice’ 
against encephalitis and poliomyelitis. Colds probably 
are protectors of men as well, he believes.) a 
If you worry that a virus 
Will cause havoc in your iris, 

If you fear to let coryza get a hold, 

Just remember that the giants 
Of the Hippocratic science 
Have found virtue in the ordinary cold. 


If your thoughts are dark and chilly 
At the mention of bacilli 4 
And the specter that the common sniffle throws, j 
You are likely prejudicial — 
Doctors find it beneficial 
To possess at times a ruddy, running nose. 


For the irksome nasal thickness 
Kills the bug of sleeping sickness, 
Kicks the paralytic germ right in the pants, 
So if you have infection 
Of the mucus, it’s protection; 
You can have it — I prefer to take a chance! © 
Dow Richardson, © 
Chicago Daily Tribune § 





SMILES WHILE LONDON CRASHES 
While London rocks with the detonations of Nagi” 
bombs, the West London Medical Journal calmly de ~ 
votes a few pages to humor. It records a “howler” ” 
in a school examination, where a boy said pax in bello” 
meant “freedom from indigestion.” In another exam- 
ination the story of Queen Elizabeth and Sir Walter 7 
Raleigh got this startling twist: ‘ 
. Queen Elizabeth rode through Coventry with- 
out any clothes on; but Sir Walter Raleigh seeing | 
her, stopped her horse and promptly flung his cloak | 
around her, saying at the same time: ‘Honi soit qui 
mal y pense,’ which means, ‘Your need is greater | 
than mine.’ The Queen replied: ‘Dieu et mon droit, 
which means: ‘My God you are right’.” : 

Finally we are told of this notice in a Scotti 
church: 

“Those in the habit of putting buttons instead of 
coins in the collection plate will please put in their” 
own buttons and not those from the cushions on the 
pews.” 





MEDICAL RESEARCH AND EDITING 
Eight years’ experience in research, editorial | 
work, assisting with manuscripts and handlin; 
statistics. Translations. Prompt, accurate, neat 
work. Rates reasonable. Address Eleanor Semi, 
537 West Melrose Street, Chicago, Illinois: 
Phone Buckingham 0873. q 
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